Medical Library. 


MAY 6 1943 


JOURNAL OF THE’ BRITISH MEDICAL ASSOCIATION 


SATURDAY APRIL 3 


1943 


TABLE OF CONTENTS 


Asthma in Childhood 


Psychological Factors in Asthma 


Treatment of Burns 


Sulphaguanidine in Neonatal Gastro-enteritis 
One Application of Benzyl Benzoate for Scabies 
Out-patient Organization in a Fracture Clinic 


- MEDICAL MEMORANDA 
Perforated Ocsophagus following 
urns. L. C. ROBSON, M.R.C.S. ...414 
Dermatitis after Local Sulphanil- 
amide Treatment of a Wound. 
IAN M. MACGREGOR, M.R.C.S. ......414 
Reactions to Ephedrine. R. A. 


MURRAY SCOTT, 414 
_ GENERAL ARTICLES AND NEWS 
THE SERVICES 431 
NIVERSITIES AND COLLEGES ......... 431 
MEDICAL NOTES IN PARLIAMENT .....432 
MEDICAL NEWS. 433 
REVIEWS 
Haemorrhagic Diseases and Haemo- 
Mass Miniature Radiography ......... 415 
Clinical Anaesthesia 415 


. LETTERS AND ANSWERS 
Pain in Hernial Scar—Sulphon- 
amides for Gonorrhoea—Treat- 
ment of Diphtheria Carriers— 
Oestrogens and Cancer—Age and 


Perforation of Peptic lcer— 

OBITUARY 

S. M. Brown, M.D. 
James Marr, M.B., C.M. .......sceeeceeee 430 
T. B. Adam, 431 
T. R. W. Armour, F.R.C.S.Ed. . 431 
John McAleer, M.D., M.ch. ............ 431 
I. N. Blusger, F.R.C.S. 
Epidemiology Section .................. 433 


BRITISH MEDICAL ASSOCIATION, 


"No. 4291, WEEKLY, PRICE 1/6 


. 


C. H. ROGERSON, M.D. 


Sir ARTHUR HURST, D.M. 
J. HENDERSON, M.D, 

J. R. GRAHAM, MB, 


F, Ss. A. DorRAN, F.R.C.S .421 
LEADING ARTICLES CORRESPONDENCE—Contd. 
ee Factors in Bronchial Outbreak of Small-pox in Swindon. 
416 LLYWELYN ROBERTS, M.D. .........425 
Pimms Alimentation ............. 416 Generalized Vaccinia and Vaccina- 
ANNOTATIONS ubclinica itamin ciency. 
Vitamins and Physical Fitness ...... 417 . 


Treatment of Tetany in Pregnancy 418 
Silver Nitrate for Aseptic Oblitera- 


419 
Ketosis 
tion ...... 1.419 


REPORTS OF SOCIETIES 


-EX-SERVICE WELFARE SOCIETY: 


War Stress and the Incidence of 
422 
SOCIETY OF MEDICINE: 
Asthma in Childhood 


CORRESPONDENCE | 


_Amnioplastin as Absorbable Tissue 


Isolator. LAMBERT ROGERS, F.R.C.S.423 
Tuberculosis in Wartime. W. D. W. 
Bacteriophage Treatment of Bacillary 
Dysentery. ARTHUR COMPTON, M.D.424 
Prescription of Lenses. F. W. Law, 
Weil’s Disease. G. DAVISON, M.D. ; 
R. E. Hope SIMPSON, M.R.C.S. ....424 
Abortus Fever. A. MclI. SMITH, M.B. 425 


SUPPLEMENT 


CORRESPONDENCE 


POSTGRADUATE NEWS. 42 


Copyright 


TAVISTOCK SQUARE, LONDON, 
REGISTERED AS A NEWSPAPER 


Coarctation. H. S. GASKELL, M.B. 426 


Sterilization of Dry Powders. 
Histamine and Insulin in E 
matous Eczema. J. S. X, 


Freedom to Practise. Sir. WALTER 
LANGDON-BROWN, M.D.; H. VAN 
PRAAGH, MAM 427 

Scientific Freedom and Social Medi- 
cine. MARTIN BUTTON, F.R.C.S. ; 
C. J. ROOKE, M.B., G. H. DAGLISH, 
M.R.C.S., and J. H. GRAVES, M.R.C.S.427 

The B.M.A. and the Beveridge 
Report. W. M.D.; 
D. MACDONALD, M.B. 428 

Consultation between Government 
and Profession. H. E. GRIFFITHS, 

Future of Women in Medicine. 
DorOTHEA’ W. SINTON, M.B. ; JOAN 
WALKER, M.D.; LILIAN MURRAY, | 

THOMPSON, M.B. ; ANLEY 

Private Fees of Salaried Medical 
Officers. J. H. PENROSE, M.B. ....430 

Venereai Diseases. G. L. RUSSELL, 
’mM.B.; H. M. HANSCHELL, M.R.C.S. 430 


ex. | 
no : 
ods 
but : 
the 
Fi 
IMDCCC% SIX 
to 
at Cs 
he 
da 
ht 
re 
| 
ig 
ig 2 
d, 
h 
d 
H.M. Forces APPOINTMENTS ......,...42 


APRIL 3, 1943 


BRITISH MEDICAL JOURNAL 


DROPPING THE PILOT 


ep pilot having conducted his charge safely 
, through the shoals, leaves the ship. So with 
MEDINAL. A hypnotic with a very high degree 
of, solubility, it fulfils. its task and is quickly 
It produces a calm untroubled sleep of the 
adequate depth. The patient wakes, free from any 
feeling of heaviness. MEDINAL has no ill effects - 
upon cardiac, respiratory, digestive and renal 
functions. Its use does not lead to habituation. 


MEDINAL 
Medinal’ is the registered name which distingwishes Soluble Barbitene 
of British Schering manufacture. 


LITERATURE GLADLY On REQUEST 


BRITISH SCHERING LIMITED 


185-190, HIGH HOZ BORN, LONDON, W.C.1, 
British Schering Manufacturing Laboratories Ltd., Lancs. 


« 
*Haliverol’ 
The result of long and varied experience 
in Vitamin research and Vitamin assay 


* Efaliverol’ is a combination of halibut-liyer oil and other 

fish-liver oils with added Vitamin D. It is 45 times as 
potent as cod-liver oil in vitamin A and 62 times as potent in 
vitamin D, One minim is equivalent to more than half a 
teaspoonful. of cod-liver oil in vitamin A activity and to one 
teaspoonful of cod-liver oil in vitamin D activity. 


“Haliverol’ provides a markedly active preparation and 


assures adequate intake of these vitamins without imposing 
unpalatable medication or altering the dietetic balance. 


It is tested and pardelegiedty standardized, and complete 


reliance may be placed on its vitamin activity. 


The Parke, Davis & Co. Laboratories have the benefit of 
25 years’ experience in vitamin study, and of extensive 
manufacturing operations, especially in the production of 
halibut-liver oil. These Laboratories not only did pioneer 
work in vitamin preparations, but also, in co-operation with 
another laboratory, developed the first commercial produc- 
tion of vitamin preparations from halibut livers. 


Fill Details on Request 


Parke, Davis & Company. 
50, Beak Street, London, W.1. ; 


* INC. U.S.A., LIABILITY LTD. 


> 


mags 
tablets 


These tablets are a convenient com- 
bination of Magsorbent and Atropine 
uniting the antacid and adsorptive’ pro- 
perties of the former with the spasm and 


pain-relieving properties of the latter. 


KAYLENE, LIMITED 
. Sole Distributors : 


ADSORBENTS, LTD., WATERLOO ROAD 
LONDON, N.W. 2 


nient an 


write for 


orbent 


\ 


BI 


Con: 


“T hav 
least, T 
fully in 
I have 
the Re 
Compa: 
what I 
Thus v 
in 1698 
“ pante: 
later. 
forty-ei 
six, it 
prompt 
discuss: 


Many 
excitabl 
vagal ne 
to bloo 
and Is 
bronchi 
congeni 
results. 
being p 
of this 
stimuli, 
to spas! 
secretic 
gestion 
of the 
physica 
logical 
person: 
“ asthn 
anxiou 


‘ 32 > 
mESUSCITATOR 
and again proved 
e Snow Sticks are prepared | from | 
in a few moments. and Rogers 
the crearment of skin that th 
plemishes made conver | in inte 
UMITED | soo 
1942. 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY APRIL 3 1943 


ASTHMA IN CHILDHOOD* 


BY 


Six ARTHUR HURST, M.A., D.M., F.R.C.P. 
Consulting Physician to. Guy's Hospital, and Chairman of the Medical Advisory Committee, Asthma Research Council 


“I have suffered under the Tyranny of the Asthma, at 
least, Thirty years; and therefore I think myself to be 
fully informed in the History of that Disease ; And since 
I have practised Physick, [ have made many Trials for 
the Relieving: and Preventing of the Fits; and out of 
Compassion to those Miserable Patients, I design to relate 
what I have found useful both to my self and others.” 
Thus wrote Sir John Floyer in his Treatise on Asthma 
in 1698. Floyer’s patient, Dr. Johnson, relates how he 
“panted on ” till his death at the age of 83, thirty-six years 
later. Though my experience of asthma extends over only 
forty-eight years, compared with Floyer’s total of sixty- 
six, it is perhaps this rather extensive experience which 
prompted your President to invite me to open to-day’s 
discussion. 
The Asthma Diathesis 

Many years ago I defined asthma as the reaction of an over- 
excitable bronchial system, including the medullary centre, the 
vagal nerve-endings, and the bronchial musculature and mucosa, 
to blood-borne irritants and to reflex and psychical stimuli, 


and I see no reason for altering that definition. The irritable. 


bronchial system, which constitutes the asthma diathesis, is a 
congenital and. often inherited constitutional abnormality. It 
results in the vagal constituent of the bronchial nervous system 
being predominant over its sympathetic partner. In the presence 
of this diathesis certain allergens and reflex and psychical 


stimuli, which have no effect on normal individuals, give rise. 


to spasm of the bronchial muscles, often associated with hyper- 
secretion of the bronchial mucous glands, together with con- 
gestion of the bronchi, which is the natural accompaniment 
of their excessive functional activity. Associated with the 
physical side of the asthma diathesis there is probably a psycho- 
logical side, which manifests itself in a special type of 
personality. It is extremely difficult to decide how much of the 
“asthma personality” is a result of over-protection by too 
anxious parents—the great importance of which | first learnt 
from Dr. H. C. Cameron—and how much is constitutional. 
Rogerson (1937) has, however, given good reasons for believing 
that there is a constitutional element, which manifests itself 
in intelligence above the average, over-anxiety, and lack of 
self-confidence. At the same time the asthmatic child is often 
aggressive and dominating. | 

The constitutional factor in asthma shows remarkable varia- 
tions at different times. A patient may.be almost constantly 
asthmatic for weeks together and then have a period of 
complete freedom, when he can expose himself with impunity 
to all the allergens to which he is usually sensitive, eat big 
meals just before bedtime, take unlimited exercise, and face 
psychological difficulties which on other occasions would cause 

* The sprain, dire in a discussion in the Section for the Stud 
a Discagn in Children at the Royal Society of Medicine, Nov. 27, 


‘been told that a ‘positive reaction was obtained with 


severe attacks. It is often impossible to recognize what leads 
to these periods in which the bronchial system appears to have 
lost its irritability. But there is no doubt that the more com- 
pletely attacks are prevented by removing all known exciting 
causes the less irritable does the bronchial system become. One 
might be tempted to believe that the cure of asthma is not 
to have it; but unfortunately this is not true, as even after 
long periods of freedom the diathesis is still present and the 
asthma may recur. It is, however, a fact that if a child can 
be kept completely free from asthma for a couple of years 
he is quite likely to remain free for the rest of his life. 


Biochemical Causes: Allergy 


‘In recent years so much attention has been directed to the 
question of hypersensitiveness to proteins and other chemical 
substances in asthma that there has been a tendency to regard 
“allergy ” as the one essential factor. The truth is, however, 
that an individual who is hypersensitive to one or more proteins 
does not suffer from asthma unless he has the asthma diathesis. 
In its absence he may have hay-fever, various cutaneous dis- 
orders, or gastro-intestinal attacks if his nose, skin, or alimentary 
canal respectively is hypersensitive, or he may have no resulting 
symptoms of any kind. There is no doubt, too, that many 
asthmatics are not allergic at all, their attacks being caused 
only by reflex and psychical stimuli. It is none the less of 


the greatest importance to give every asthmatic an exhaustive. 


cross-examination with the object of discovering whether any 
or all of his attacks are due to his being allergic to some food, 
animal emanation, pollen, dust in his home or working place, 
or orris-root powder. Hyde Salter described in the second 
edition of his admirable monograph on asthma, published in 
1868, how his detective work had demonstrated the asthma- 
producing influence of cats, horses, feathers, guinea-pigs, 
rabbits, sheep, deer, hares, and cattle in some of his patients. 
When I was in America in 1919 I visited Chandler Walker, 
as I had been told that he had devised a method of recognizing 
the allergens to which an asthmatic was sensitive by means 
of skin reactions, and it was hoped that this would revolutionize 
the treatment of asthma. (The method was, however, not really 
new, as Blackley had applied pollen to the forearm “ after 
the skin was abraded as in the ordinary mode of vaccination” 
in cases of hay-fever and hay-asthma in 1865, and it had also 
been tried in hay-fever by Noon-and Freeman.) Walker 
demonstrated his methods and gave me a collection of allergen 
solutions, most of which were the first of the kind to be used 
in England. In the last twenty-three years I have had an 
extensive experience of the skin tests, which have been applied 
by various experts but never by myself. The results have been 
profoundly disappointing, as with two or three exceptions they 
have never revealed an allergen responsible for a patient’s 
asthma that had not already been recognized by careful cross- 
examination. On the other hand, on several occasions, 1 have 
a food 
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which the patient rarely or never ate or with the emanation 
of an animal or a pollen with which he never came into contact, 
and in other cases no reaction was obtained with an allergen 
to which the patient was proved to be sensitive. 


Reflex Causes 


The tract is the main: reflex source of asthma. 
When a child with a narrow nasal airway lies down at night 
the passive congestion of the cavernous tissue of his turbinals 
may be sufficient to bring them into contact with the irritable 
mucosa of the septum and thus give rise to reflex bronchial 
spasm. The narrow airway may be congenital, or the result 
of an injury or of chronic infection which leads to permanent 
congestion of the mucous membrane and the development of 
polypi. Intermittent congestion is also a common reaction to 
the inhalation of allergens. Suitable treatment, with a minimum 
of surgery, may prove very beneficial, and no asthmatic child 
should be allowed to remain a mouth-breather. 


direct sequel of an acute bronchial infection, and subsequently’ 
all or the majority of attacks may follow a cold or bronchitis, 
to which some asthmatic children are especially liable. The 
infection may act in two ways. It may lead to a temporary 
increased permeability of the nasal or bronchial mucous 
membrane, which allows access to the blood of an effective 
dose of an allergen, such as that in feathers, with which the 
child can come into contact at ordinary times with impunity. 
The extremely irritable condition of the inflamed bronchial 
mucosa in acute bronchitis may also lead to bronchial spasm 
by a short or long vagal reflex. There is no evidence that a 
patient is ever allergic to the toxins of the infecting organism. 
It is consequently not surprising that by using adequate controls 
Knott demonstrated that autogenous vaccination has no direct 
effect on asthma. When, however, asthma is secondary to 
chronic respiratory tract infections in patients over 35, short 
courses of prophylactic inoculations in the spring and autumn 
often appear to reduce the liability to infection and to the 
resulting asthma. 

A distended stomach and a distended rectum may both pro- 
duce reflex attacks of asthma, which is never caused by 
alimentary toxaemia. Evacuation of the stomach by vomiting 
and of the rectum by a well-conditioned defaecation reflex 
without the use of drugs or enemas gives immediate relief, 
which could not have happened if the asthma had been the 
result of alimentary toxaemia—the so-called, but mythical, 
“asthma toxicosis,” about which several monographs have been 


written. 

Psychological Causes 
The most common psychological exciting cause in asthma is 
expectation, the effect of which Bree recognized in his own 
case as long ago as 1797. An asthmatic who has been accus- 
tomed to having attacks in certain places or under certain 
conditions is very likely to continue to do so when the original 
allergic or reflex causes have ceased to be operative. Frequent 
repetitions result in a well-established conditioned reflex. Thus 
an attack caused by pollen or food during a visit to a certain 
town may produce reflex asthma conditioned to the town even 
at a time when neither the pollen nor the food is in season. 
Certain emotions may also give rise to attacks, as Floyer pointed 
out 200 years ago. Of these, annoyance—often manifested as 
outbursts of temper—excitement, and anxiety are the most 
common. A frequent cause of temper is the strict diet imposed 
upon a child on account of positive skin reactions to certain 
foods. It is too much to expect a small boy not to feel 
resentful on being forbidden to eat a favourite food when he 
sees his brother and sister .and friends enjoying it. It is far 
better to send him away from home to surroundings in which 
he can eat everything with impunity than to remain at home, 
where he comes to regard himself as differing in some strange 
way from other boys and girls. Laennec told how fright led 
to an attack in a patient of his when his night-light went out, 
corresponding with the patient of to-day who becomes severely 
asthmatic if he breaks his syriffge or finds that he has left 
his adrenaline at home. 
The bad influence of the home on many asthmatic chitdren 
is to a ‘great extent reflection Of their It’ 
is the psychological rather than the allergic atmosphere from 


In many cases the first attack of asthma in a child is the ~ 


which they need to be removed. Confirmation of this .is_ 


provided by the frequency with which an attack foHows the 
first visit of his parents to a child who has been moved to 
new surroundings. Except for encouragement and simple 
explanatory talks for older children direct. psychotherapy is 
rarely required, but it is always important to teach the parents 
of asthmatic children the proper attitude they should adopt 
towards them. The first essential is to hide completely any 
anxiety they may feel. A spirit of optimism should be instilled 
into both the patient and his parents, and they should be made 
to realize that improvement is likely to occur before long and 
that conditions which have hitherto given rise to asthma may 
at any time cease to do so. The child should not be pampered, 
but be encouraged to lead as normal a life as possible. 
should be kept in bed for bronchitis but not for asthma. 
He should be sent to a boarding school at as early an age 
as possible. 


Asthma Treatments 

In 1902 a specialist from over-seas, having cured 347 of his 
402 asthmatic patients by cauterizing what he regarded as an 
asthmogenic point on their nasal septa, settled in London. 
He was at first successful with the 80% of his cases with 
normal-looking noses, the remaining 20% being the unhappy 
people with abnormal noses, often in part the result of 
surgery. Forty years have passed since then, and _ this 
method of treatment is almost forgotten, having given place 
in succession to at least a dozen other specific treatments, each 
with its 70 or 80% of cures. The inventor of one of these— 
inoculation with an albumose isolated from the urine—told the 
secretary of the Asthma Research Council that it was unneces- 
sary to collect any more funds, as the asthma problem had 
at last been solved! A Leyden professor cured 80% of 800 
patients by putting them in air-conditioned rooms, in which 
cacti were the only plants that could live and in which cut 
flowers faded within an hour. “The efficient treatment of 
asthma is impossible,” he wrote, “without employing an 
allergen-proof chamber.” I arrived at an Amsterdam hotel the 
same day as another asthmatic from England entered his clinic. 
I lost my asthma the same night after a good dinner and a 
visit to a music-hall, whilst he took several days to lose his 
in a stuffy but air-conditioned bedroom. A couple of years 
after the inventor’s death the tall chimneys of the allergen-free 
houses, which had given the distant view of Leyden a unique 
appearance, had all disappeared. 

A few years ago many rooms in England were adapted at 
considerable cost for a new form of inhalation therapy, which 
was introduced by an unqualified practitioner and boosted 
by a film star and a number of medical men. Later the 
inventor had to leave the country, and so far as I anaei all the 
installations are now derelict. 

Treatment by specific desensitization has had a more wide- 
spread and lasting popularity than any of the earlier forms of 
specific treatment. Investigations, begun by E. T. Conybeare 
and Witts (1935) and continued by Boland and Lintott (Boland 
1938 ; Boland and Lintott, 1939) at the Guy’s Asthma Clinic, 
have ‘shown that improvement occurred in the same percentage 
of cases treated with injections of normal saline solution as with 
injections of specific allergens. 
paroxysmal rhinorrhoea was the most prominent symptom, 
Boland and Lintott found that desensitization with inhalant 
protein had no greater beneficial effect than normal saline 
solution given with the same ceremony. 


Non-specifi¢ protein injections in the fovea, of peptone, 


tuberculin, sanocrysin, or the patient’s own blood gave equally 
good results in the hands of those who believed in them, no 
doubt because the suggestive effect is the same whatever the 
nature of the injection. 

With an experience of 2,000 cases spread over a period of 
forty years James Adam of Glasgow claimed to get excellent 
results from a special diet combined with nasal treatment. The 
diet, which he described in great detail in his monographs on 


asthma (1913, 1939), was one which he believed prevented — 
“ toxicosis ” and didnot depend in any way ‘upon the avoidance | 


of foods to which the patient might be found to be allergic. 
‘Before’ the ‘war every Frenchman who suffered from 
asthma took his annual holiday at Mont Dore, le providence 


He 
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des asthmatiques, and every good German asthmatic took his at 
Bad Reichenhall. My own experience at these resorts con- 
vinced me that they acted entirely by suggestion. At Mont 
Dore one drank the water, inhaled its vapour, and, to make 
doubly sure, had a daily foot-bath in it. My first visit I 
enjoyed, and it did me good. My second visit I went without 
my wife and I hated it; it made me worse, but I got quickly 
well when I joined her in Paris. The psychological atmosphere 
at Bad Reichenhall was-so unpleasant-that I did not cease being 
asthmatic till I left for Pontresina, where I was at once able 
to walk and climb all day with complete comfort. 

All these forms of treatment produce approximately the same 
percentage of temporary “ cures.”* They are so diverse in nature 
that the only thing they have in common is. the faith their 
exponents have in them, a faith which is transferred by sugges- 
tion to the patient with sufficient strength to- be successful in 
about 75% of cases. Unfortunately the asthma diathesis 
remains unaffected, so that recurrence is just as frequent as 
after spontaneous remissions. 


Treatment 

The Asthmatic Thorax and Expiratory Exercises—In an 
attack of asthma the obstruction caused by the spasm of the 
bronchioles is diminished by the rise in the negative pressure 
in the thorax caused by the forced inspiration and increased 
during the forced expiration by the conversion of the negative 
into a positive pressure. This explains why asthma differs from 
all other forms of dyspnoea in being mainly expiratory. The 
lungs at once become distended to the utmost, and only very 
limited deflation is possible. Swift relates how a farmer of 
his friend Anthony Henley, “suffering of an asthma, said, 
‘Well, if I can get this Breath once out, I’ll take care it shall 
never get in again.’” If the attacks are frequently repeated or 
prolonged the thoracic muscles assume a new postural tone, 
so that even when the attack has passed the lungs remain 
over-distended and the characteristic big chest, hunched 
shoulders, and wide epigastric angle of the chronic asthmatic 
persist. The respiratory excursion is much reduced and the 
child is unable to take exercise without dyspnoea. This con- 
dition is often mistaken for emphysema, but in contrast with 
true emphysema it can be rapidly and completely cured by 
expiratory exercises, an excellent illustrated description of which 
has been edited by Dr. Livingstone for the Asthma Research 
Council. These exercises restore the normal postural tone of 
the thoracic muscles, so that the chest resumes its- natural 
shape and the lungs their normal size, the respiratory excursion 
returns to normal, and the child is able to take vigorous exercise 


simple expiratory exercises should be carried out every morning 
and evening unless an attack is actually present, and any 
postural errors, especially habitual shrugging of the shoulders, 
should be corrected. 


Exercise, Clothing, and Baths—Expiratory exercises should 
not be regarded as a substitute for walking and open-air games 
.but as a form of training. Nothing is more undesirable than 
prohibiting games. An asthmatic child should be taught to 
regard his asthma as an inconvenience and not a disease. It 
is almost always possible to find a school where he is free 
enough from attacks to be able to join in every kind of sport. 
Swimming is particularly beneficial. In peacetime, whenever 
possible, the Christmas holidays should be devoted to winter 
sports, and especially ski-ing. If exercise is found to cause 
shortness of breath, this can often be prevented by taking a 
small dose of ephedrine or theophylline half an hour earlier. 
The modern reforms in children’s clothing are most welcome, 
and no boy or girl with an asthmatic tendency should be sent 
to a school where the ancient and unhealthy fashions are 
retained. Asthmatic children should be encouraged to have 
a cold bath every morning all- the year round or at least a 
cold douche after a hot bath of very short duration. Bed is 
the worst place for an asthmatic in the daytime unless 
bronchitis is present, and even after a disturbed night it is best 
to have a cold bath and get up for breakfast, if necessary 
after a preliminary dose of ephedrine or theophylline. 

The Allergic Factor—In many cases it is possible to discover 
by a carefully taken history one or, more allergens: to. .which 
a patient is sensitive. These should be avoided as completely 


as possible, and it is probably always wise to substitute kapok 
for feather pillows and to use face-powders which do not 
contain orris-root. I regard an attempt at specific desensitization 
as justifiable only when a patient is sensitive to an allergen 


_ which it is impossible for him to avoid without grave incon- 


without distress. So long as any tendency to asthma persists, ° 


venience, and even then it is doubtful whether any good 
effect it may appear to have is not the result of sugges- 
tion. It is essential that this allergen should be used alone, 
even if, as is commonly the case, the patient is also sensitive 
to others. If it is only one ingredient of one of the pernicious 
mixed brews on the market it is impossible to increase the dose 
of the specific allergen sufficiently without causing an excessive 
reaction from the dust extract which they contain and which 
is poisonous for everybody. 

Iodide—Many asthmatic attacks end with the expectoration 
of tenacious mucus, but coughing always aggravates the 
dyspnoea. A small dose of iodide taken at night or night and 
morning makes the sputum more watery and much easier to 
expel. The patient should be taught to control his desire to 
cough ; he will then be able to expectorate the mucus a few 
minutes later quietly and without effort. Stramonium is often 
prescribed with iodide, but the harm it does by counteracting 
the good effect of the iodide by drying the secretion and by 
upsetting the digestion more than outweighs any slight benefit 
which might follow its feeble antispasmodic action. 


Caffeine and Theophylline Strong coffee has long been a 
popular remedy for mild asthmatic attacks, and for nearly 
forty years I have known how useful caffeine is in helping 
asthmatic patients to take exercise which would otherwise have 
been impossible. I have recently found theophylline mono- 
ethanolamine still more effective, and I regard its introduction 
by Lamson and Bacon (1941) of Los Angeles as one of the 
greatest boons to chronic asthmatics since the discovery of the 
effect of adrenaline in 1910 by Brian Melland of Bowdon. It 
is supplied in capsules under the trade name of theamin. The 
usual dose for adults is one or two 3-grain capsules, but in 
children 1 or 2 gr. is often sufficient. It is more effective than 
ephedrine and less likely to cause unpleasant symptoms. It 
often prevents the development of dyspnoea if taken before 
exercise, and prevents nocturnal attacks if taken on going to 
bed. Mild attacks in the daytime can be aborted if it is taken 
early enough, but, like ephedrine, it is useless for attacks of 
any severity. 

Adrenaline—With a good “adrenaline technique” it is 
always possible for a patient, however frequent and severe his 
attacks, to control them sufficiently to enable him to lead a life 
of moderate activity and to avoid becoming a hypochondriacal 
invalid. In exceptionally severe cases in adults it may even 
be necessary to give a dozen or more injections a day for long 
periods. But the patient is still able to carry on his business 
or profession, and if his technique is good enough he can 
continue to appear before the world as a fit man. I once 
taught the adrenaline technique to a surgeon who had decided 
to retire on account of severe asthma. The new regime made 
it possible for him to remain in full activity for nearly twenty 
years, when he died from an acute abdominal disorder. When 
old enough, the patient should be taught to inject ; the 
adrenaline himself at the first sign that an attack is developing : 
1 to 4 minims is generally sufficient to abort it, though 5 minims 
or more would havebeen required to arrest it if he had waited 
for somebody to give him the injection when it was fully 
developed. The small dose produces none of the unpleasant 
symptoms often caused by large doses injected too rapidly ; 
it leads to no rise of pulse rate or blood pressure. The 
frequency of injection is immaterial, as there is no cumulative 
action, but it is of course most important that the patient 
should not get into the habit of injecting adrenaline when it 
is not really required, or for mild dyspnoea in the daytime 
which could be controlled by ephedrine or theophylline. No 
asthmatic need ever have a bad night; he should sleep eight 
or nine hours even if he wakes four or five times with asthma, 
as prompt treatment will send him to sleep within five minutes. 

The rare condition of status asthmaticus, in which severe 
asthma continues uninterruptedly for days or weeks and may 
end in fatal exhaustion, can almost invariably be arrested by 
the method.of continuous adrenaline, injection, which I intro- 
duced 18 years ago. The needle is kept in position, and after 
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an: initial injection of a dose which is known.to cause no 


unpleasant. symptoms, 1 minim is injected .every 15, 30, or .- 


60 seconds, according to the patient’s reaction, the rate being 
adjusted so as.to cause no unpleasant symptoms and no 
acceleration of the pulse. The injections are continued, if 
netessary, even for half an hour or more until relief occurs. 
Conclusion 

It may perhaps be thought that I have been too pessimistic 
about the treatment of asthma. But though I am no believer 
in “asthma cures,” and though I regard most of the popular 
treatment to-day, like that of ten, twenty, and thirty years ago, 
as nothing more than gross suggestion, yet I know that 
every asthmatic can derive much benefit from good advice. 
He can be taught a way of life and, among other things, how 
to avoid the exciting causes of his particular brand of asthma, how 
to control attacks which he is unable to prevent, and above 
all how to be happy in spite of the bad luck of having been 
born with the asthma diathesis. 
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PSYCHOLOGICAL FACTORS IN ASTHMA* 
BY 


C. H. ROGERSON, M.D. 
Medical Director, Cassel Hospital for Functional Nervous Disorders 


For some years, and especially at Guy’s Hospital between 
1933 and 1937, it was my privilege to study in‘ considerable 
detail a series of children suffering from asthma. Many of 
these cases have presented in addition other manifestations 
of what has been termed the asthma-eczema prurigo 
complex. I have not.been able to satisfy myself that any 
significant distinction could be made between children 
suffering from asthma alone and those showing skin symp- 
toms ; but to avoid any misapprehension I would like to 
make it clear that my cases included a rather high propor- 
tion of sufferers from eczema prurigo—many of them, 
indeed, came originally from the skin department. 


Upon the basis of my work I wish to make certain observa- 
tions concerning the causation and treatment of asthma. It has 
been a common experience of mine to find that in a case in 
which psychological factors were obviously: prominent all 

_ physical measures had been exhausted before the patient was 
handed over to the psychiatrist as a last resort. No psychiatrist 
who had any experience of asthma would claim that physical 
treatment should be laid aside in favour of psychological treat- 
ment. He would, however, in every case feel strongly that 
psychological treatment should supplement physical treatment 
at the time when the latter treatment was being given and not 
as an afterthought. In the great majority of cases the psycho- 
logical treatment ought not to be given by the psychiatrist at 
all, but by the physician in charge of the case, and should 
consist of an assessment of the total situation in which the 
illness is occurring, having regard to certain principles which 
I propose to lay down, followed by an attempt to bring correc- 
tion to bear on those points where it is needed. In a minority 
of cases technical psychotherapy is required,.and should be 
given along with the physical treatment. 


Influence of the Parental Attitude 

I will deal first with the psychological factors in the causation 
of asthma. There is in this disease among children one observa- 
tion which we must all have made, and which stands out clearly 
in case after case—namely, that there is an unusual quality in 
the relations between the child and one or both of his parents. 
I shall here quote from observations of my own made in 
1934 upon one of the earlier cases I was able to study 

intensively. 

The patient, a boy aged 7, was referred to me because he 
suffered from the fully developed asthma-eczema_prurigo 
..* A paper read on Nov. 27, 1942, at a meeting of the Section 

for the Study of Disease in Children, Royal Society of Medicine. 


over-anxious, insecure, -un-selfconfident. 


‘more. confident self-expression, he becomes aggressive and 


their own personality needs they both dominate and demand 


complex. . My. notes contain the following description: “ Th 
child came into the out-patient department clinging to his 
mother and afraid to leave her side. He was pale and thi 
with bright eyes and an anxious countenance. During th 
course of the interview he wheezed continually and scratched 
himself surreptitiously. When now and again his mothe 
observed him in this latter practice, she appeared greatly dis. 
tressed and stopped him momentarily. After numerous fruitles 
attempts to make him leave off she broke down and wept ing 
hopeless fashion. There was an air of tension in all her dealing 
with him, as if she was expecting that at any moment something 
unforeseen but altogether terrifying might happen to him. The 
child reflected perfectly the maternal over-anxiety. He de 
scribed his symptoms in an adult manner, speaking in terms of 
irritation of his skin and a tightness in his chest.” 

It is merely necessary for me to add that he was an 
son of good and conscientious parents, who regarded him 9 
better than the other children in the neighbourhood, with whom 
he was not allowed to play. 


This case must be typical of hundreds, and one’s first reaction 
is to blame the mother for her over-protection and over-anxiety, 
and to demand that the child be given greater freedom and 
be allowed to play with other children. The results of such 
action often seem to justify the belief that parental over. 
anxiety is the chief psychological factor in the production of 
symptoms. In this particular case the line of treatment I have 
described was followed, in conjunction, of course, with such 
physical treatment as was deemed necessary. The result was 
remarkable: the timid over-anxious child became bold and 
aggressive ; his asthma and his skin condition both died away. 

Such a formulation as this, however, necessarily leaves one 
dissatisfied. We know that not every over-protected child 
develops asthma. Is the special parental attitude in these cases, 
then, of no particular significance—no more, in fact, than one 
would expect to observe in any sickly child? Or is there, on 
the contrary, some fundamental connecting link between the 
personality of the asthmatic child and the anxiety of his 
parents?. These are questions to which I believe I can give a 
definite answer which also goes a long way towards correlating 
the psychological side of the asthma problem with the various 
physical facts known about it. For the sake of clarity I shall 
give my answer and then proceed to adduce the facts upon 
which it is based. 


The Asthmatic Personality 


In my experience the asthmatic child tends to be of a special 
personality type characterized in its purest form by the follow- 
ing features: (1) he has an intelligence much above the average; 
(2) he is irritable and aggressive, quick to respond ; (3) he is 
As a result of his 
insecurity he often appears at first sight repressed and sub- 
missive, but even then there is generally an air of subdued 
tension about him, and, given an opportunity for freer and 


domineering. He is, in fact, the type of child who makes more 
demands upon his parents, particularly his mother, than almost 
any other. He is an intelligent individual who twists her round 
his finger, aggressive enough to get his own way and anxious 
enough to demand her continual attention. Again and again 
I have seen children who subsequently developed asthma 
showing in their earlier years all these characteristics and 
developing with their distracted parents a relation exactly like 
that seen in the case of the full-blown asthmatic. To fulfil 


protection from their parents. The fulfilment of these exag- 
gerated needs, however, leads them, as we all know, ultimately 
into a state of frustration which they “cannot either tolerate or 
get away from; thus the typical. relationship development— 
aided, of course, in many cases by maternal over-anxiety. 

Now for the facts upon which I base my assertions concern- 
ing the asthmatic personality. 

Intelligence —1 have records of the measurement of intelli- 
gence by trained psychologists of more than 50 of these 
children who attended the department of psychological medicine 
at Guy’s Hospital. The average intelligence quotient was 
108.8, as contrasted with an average of 90 for a comparable 
sample of the population attending the same department suffer- 
ing from other conditions, .This very.great discrepancy is of 
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superiority of the asthmatic children over the general popula- 
tion. I do not assert that every asthmatic child is a genius, 
put the tendency towards high intelligence is very important. 
(I may add that I have never met with asthma in a mentally 
defective child. Others may have had this experience.) : 

Other Personality . Features——Facts concerning personality 
apart from intelligence are very much harder to quote or put 
forward convincingly. I used two methods with a group of 
30 of these children. First, I wrote down in full the descrip- 
tion given by the parents in response to the question “ What 
type of child is this?” Secondly, I arranged for an inde- 
pendent trained observer to watch a series of children, including 
these asthmatics, in a playroom and to record her impressions. 
The results were as follows: 23 out of 30 patients were 
described by parents as nervous ; 22 as restless, active, excitable ; 
19 as irritable, aggressive, domineering; 21 as over-anxious, 
un-selfconfident, afraid. From a corresponding group of 
children referred to the department of psychological medicine 
for neurotic difficulties or behaviour disorders it was found that 
6 were described as restless and excitable, 4 as aggressive and 
domineering, and 6 as over-anxious and afraid. These observa- 
tions were fully confirmed by more detailed studies in children’s 
play, which it would be inappropriate to quote here at length. 

As already stated, these same personality features were so 
often observed by reliable witnesses before the development of 
the asthma that I am not prepared to believe them secondary 
to that condition. Indeed, the intelligence quotient stands out 
as a fact which cannot be explained away in any such fashion. 


What is the Meaning of this Personality Type ? 

I believe, this question. has a simple answer. On the physical 
side one of the fundamental facts concerning the asthma- 
eczema prurigo subject is his abnormal sensitiveness and irri- 
tability. His skin, his mucous membranes, his smooth muscle, 
are all apt to react violently and excessively. I consider that 
his personality is nothing more than a psychological expression 
of those same traits. He is quick to react and highly irritable, 
and it is interesting that the word “irritable” should be used 
alike of a state of the mind and a state of the skin. 


fortunate brethren. 

The facts which the psychiatsjst observes are corollaries of 
the facts which the physician studies. They are, to paraphrase 
Sherrington, two ways of one mind and body, and until we are 
prepared to accept them as such and to treat them simul- 
taneously we shall not be doing all that is possible for the 
alleviation of the condition. 


Relation between Psychological Difficulties and Asthma 

Finally, a few observations concerning the relation between 
psychological difficulties which I have indicated and the actual 
phenomenon of an asthma attack. There are certain broad 


ways in which psychological conflict sal be converted into » 


physical symptoms: 


1. The symptom may be tein of the nature of the 
conflict, as when, for example, a feeling of choking follows 
thoughts of drowning. 

2. The symptom may be a sign but not a symbol of the 
nature of the conflict. This distinction, which is perhaps 
more familiar to philosophers than to physicians, is here very 
important. For example, palpitation and sweating may be a 
sign of anxiety ; they are not, however, ynder most circum- 
stances symbolic of the nature of the anxiety. J 

3. The symptom may be the result of a conditioned reflex. 

4. The symptom may be teleologically determined—i.e., as 
a means of avoiding a difficulty or gaining an end. 


I suppose that all these relations may exist in the case of 
asthma. Trousseau gave us a classic example of the conditioned 
reflex. Psycho-analytical literature affords us examples of the 
symbolic asthma attack—for instance, when the asthma attack 
is traced to an early repressed fear of suffocation. Such 


examples have, I fear, not always been very convincing. The 
teleological factor may play a part—some asthmatics certainly 
seem able to turn on an attack at a convenient moment—but it 
can seldom be of primary importance. In both these relations, 


He is 
literally more highly strung than his more, or possibly less, 


the symbolic and the teleological, it is of course important to 
distinguish between true asthma and hysterical hyperpnoea. I 
doubt whether this distinction has always* been drawn with 
sufficient care. 

In the vast majority of cases. the asthma attack is, I am sure, 
a sign of the conflict, its general resultant, in the same way 
that palpitations are the general result of fear. The important 
factor that in nearly every case appears to be the connecting 
link between -the psychological conflict -and the physical 
symptom is tension. From the psychological point of view the 
asthmatic stands tension very badly. ‘When pent up, thwarted, 
or frustrated he develops asthma upon the slightest provoca- 
tion. When free and relaxed he is able to stand far more 
harmful stimuli without developing an attack. 

In describing the reaction between the asthmatic child and 
his parents I mentioned that he secured his immediate needs 
(i.e., domination of his parents and their constant attention) at 
the expense of his ultimate needs—that is, freedom of self- 
expression. The situation which he helps his parents to create 
is one in which tension is specially engendered. Of course 
parental difficulties are not the only problems of the asthmatic 
which create tension. In adults especially, failure of plans, 
quarrels, and frustrations of all kinds may give rise to the 
attack. One of the worst offenders is the asthma itself, which 
interferes’ with the self-expression of the sufferer and so creates 
a vicious circle in which the more severe the asthma the greater 
the frustration. This seems to be the reason why so many 
patients have found that it was necessary for them to continue 
their normal lives at all costs, regardless of asthma attacks, 
otherwise they became much worse. With increased tension 


comes also increased anxiety, and therefore increased feeling of 


insecurity. The improvement that follows some line of physical 
treatment confidently adopted may often be attributed to the 
feeling of confidence which it produces. 

The psychological factors I have described are capable by 
themselves of producing an attack. Often, however, they pro- 
vide a_ background, augmenting and reinforcing the more 
obvious physical features. Trousseau gives an example ‘of this 
when he quotes his own experience to the effect that the com- 
bination of stable dust and rage at a cheating coachman’ pro- 
duced one of the worst asthma attacks of his lifetime. There 
are more subtle examples too. I have on at least three occasions 
observed children who were definitely sensitized to one or other 
of the common forms of foodstuff and who developed asthnia 
in their home surroundings on exposure to these foods and yet 
ate them with impunity in the freedom of a convalescent home. 

I would say, therefore, that one of the most important but 
least appreciated roles of the psychological factor in asthma is 
to render the organism more sensitive to the operation of the 
physical factors, whatever they may be, which produce the 
attack. 

Conclusion 


Having formulated these - general principles the treatment 
would appear clear enough. In many cases the person best 


_ able to modify and ‘direct the child’s personality development 


is the child’s own parent, and the physician’s role should be 
that of guide to the parents, and often their supporter, in their 
efforts to follow his instructions. He should bear in mind that 
the relationship which he observes may not be entirely the fault 
of the parents, who are often not such fools as they may appear. 
Where the child's personality is very difficult psychiatric help. 
may be required in modification, but the psychological problem . 
is usually best dealt with by the physician who is looking after 
the case and who is in control of all the remedial agents. I 
do not believe there is any doubt that psychological treatment 
of the kind I have described can play a very important part in 
moderating the symptoms. 

Perhaps I may fittingly conclude with the remark of the 
mother of the child whose case I described at the beginning, 
who said after a period of guidance: “ He used always to cling 
to me and wheeze so dreadfully ; but now I have made him 
stand on his own bottom, and he does not have asthma any 
more.’ 


Much of the work upon which these observations are based was 
carried out at Guy’s Hospital under the direction of Dr. R. D. 
Gillespie and with the aid of the Rockefeller Foundation. I am... 
greatly indebfed to both. 
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.. THE TREATMENT OF BURNS 


BY 


J. M. BARNES, M.B., B.Chir. 
Nuffield Research Fellow in Surgery, Oxford 


This paper describes the methods of treatment used for 
cases of burns admitted to the Accident Service of the 
Radcliffe Infirmary. On account of its importance the 
treatment of burns of the hands is given in some detail. 


Principles of Treatment 
Burns are wounds with special characteristics. The treatment 
of each should be governed by the same principles, which may 
be defined as follows: 


1. Time.—The injury must be treated at the earliest oppor- 
tunity. 

2. Cleaning.—The lesion and its surroundings must be 
thoroughly cleaned without further injury to the tissues. 

3. Excision of Dead Tissues.—This is the most important step 
in the successful treatment of all wounds. Unfortunately the 
size and situation of burns, together with the difficulty of 
distinguishing dead from living tissue, render the complete 
excisien of all devitalized tissue impossible in the majority of 
cases. 

4. Drainage.—No provision for drainage need be made. The 
aim of treatment is to keep the burned area as dry as possible. 
Natural drainage may be hindered by the superimposition of 
an impermeable coagulum, such as that produced by tannic 
acid and similar agents. 

5. Rest—Damage to the growing tissues partaking in the 
repair of the lesion is avoided by keeping the part at rest. 
Rest is the most effective means of abolishing pain and the 
accompanying muscular spasm. Infrequent apenas minimize 
injury to tissues growing on the surface. 

6. Prevention of Oedema.—Oedema should prevented by 
the application of firm pressure (Siler and Reid, 1942) or, when 
a limb is involved, by elevation of the limb. Fluid leaving the 
damaged capillaries round a wound forms the exudate which 
escapes from the raw surface, and the growth of organisms 
is favoured by the excessive moisture. At the same time, fluid 
escaping into the tissues is removed by the lymph stream. 
Therefore, movement of an oedematous part carries with it 
a greater risk of sweeping bacteria and their toxins into the 
general circulation (Barnes and Trueta, 1941). 

7. Replacement of Lost Skin—Where the full thickness >f 
the skin has been destroyed it should be replaced at the earliest 
opportunity by means of skin grafts. 


Technique of Treatment 

On admission of the patient to hospital a rapid examination 
of the burns is carried out. Morphine (1/4 gr. for an adult) 
is given, and the patient made comfortable in bed. When the 
burns exceed 10 to 20% of the body surface, and shock is likely 
to develop, a transfusion of human serum is immediately 
started. Serum is preferred to plasma because of its higher 
protein content. The pulse rate and blood pressure are recorded 
at intervals of 15 to 30 minutes, and the haemoglobin estimated. 
In the initial stages no attempt is made to calculate the total 
fluid requirements on the basis of a single determination of the 
haemoglobin. Such calculations are misleading, because fluid 
continues to escape from the blood during the first 48 hours. 
Thus the haemoconcentration may actually increase while fluid 
is being administered (Fig. 1). The rate and amount of the 
transfusion are controlled by the blood pressure. The cessation 
of transudation from the capillaries, and of the need for 
transfusion, is shown by the return of the haemoglobin to 
approximately normal levels. 

As soon as the patient is under the influence of morphine 
he is transferred to the operating theatre. Originally a general 
anaesthetic was administered in order to clean the burns, but 
it has been found possible to carry this out, both in adults 

and in small children, under the influence of morphine alone. 


_ Staphylococcus aureus, 5). 


- long muscles of the fingers is obtained. If the burn is deep, 


-extend well beyond the margins of the burn, and many bandages 


Special gentleness is necessary: when cleaning the palms of the 
hands and the edges of the burn, because these are the mos 
sensitive parts. The burns are cleaned with soap and water, 
or with some more powerful antiseptic detergent—e.g., cetyl- 
trimethyl-ammonium-bromide (C.T.A.B.) (Barnes, - 1942). In 
order to ascertain the percentage of cases that were infected 
before admission to hospital bacteriological examination was 
carried out on swabs from the untreated surface of burns 
admitted within 48 hours of the accident. In an unselected 
group of 52 major and minor burns pathogenic organisms were 
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Fic. 1.—Records from a severe case of burns, showing rise 
of value of haemoglobin during course of serum transfusion. 
i patient was a man aged 32 with extensive burns of body 
and arms, - 


isolated on seven occasions (haemolytic streptococci, 2; 
It is clear, therefore, that the 
majority of cases that become infected do so only after admis- 
sion to hospital. This is due to exposure to infection from 
the nose, throat, and, in particular, hands of nurses and doctors, 
and possibly from infected bedclothes. 

During the cleaning all loose epidermis is removed, and 
blisters are either excised or punctured and pressed down on 
the raw surface. A final washing with soap and water is 
given, and the surface lightly dried. A single layer of fine- 
mesh good-quality bandage, which may be either dry or 
impregnated with vaseline, is applied. On the whole I prefer 
the dry bandage. 

For the limbs, including the hands, complete immobilization 
is secured by enclosing them in plaster-of-Paris casts applied 
directly over the gauze. The hand is placed in the “ position 
of function ’—i.e., slight dorsiflexion of the wrist, 60 degrees 
flexion of the metacarpo-phalangeal joints, 45 degrees flexion 
of the interphalangeal joints, and with the thumb opposed to 
the index finger. In such a position maximal relaxation of the 


or if it. extends above the level of the wrist, the elbow is 
immobilized. The olecranon and epicondyles are padded, and 
the joint is fixed in a slightly flexed position (120 degrees), with 
the forearm semi-pronated. A thick pad of wool is placed 
round the arm at the upper level of the cast in order to fill 
the gap that will otherwise inevitably appear between the limb 
and the plaster during the first few days. The cast is made 
with a long slab of plaster laid over the back of the forearm, 
moulded over the fingers, and carried up the front of the 
forearm. The cast is completed by one or two plaster bandages, 
and a small loop is made by which it may be suspended 
(Fig. 2). 


For burns of the trunk a thick dressing of wool and gauze _ 


is firmly applied with crépe bandages. The dressings should 


should be used to prevent gaps appearing in the dressings as 
a result of movements of the patient in bed. When a limb is 
extensively burnt, thoraco-brachial and hip spica casts are used. 
On the other hand, a burn of the trunk alone is not enclosed 
in pastes, because of the lack of compleie immohilizetion within 
the cas 
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Subsequent Treatment 

When the burn is extensive continuous records of blood 
ure and haemoglobin are made for-the first 48 hours or 

so. The urinary output is measured: a return of the normal 
output is a good prognostic sign. Dressings are kept as dry 
as possible by exposure to the warm air of the room. During 
the first few days they become soaked with exudate from the 
dependent parts, and thus provide an avenue for infection which 
may reach the burn. Large plaster casts must be dried under 
a heat cradle and similar precautions be taken to keep them 
dry. When soakage does occur it is inadvisable to change the 


Fic. 2.—Photograph showing complete enclosure of a burnt 
hand in plaster. Note loop for suspension of cast. 


dressings or casts, for this would still further increase the risks 
of infection. The exudate dries after the second day, and by 
no means every such case becomes infected. Among the 
cases I treated there was a high incidence of infection with 
Ps. pyocyanea. The appearance of the characteristic green pus 
indicated that in the majority of these cases infection started 
from the edges of the dressings, and presumably came from 
the bedding. 


Management of the Plaster Casts 5 


When a fresh burn of the hand and forearm is enclosed 
in plaster it is essential that the limb: should be adequately 
elevated. Failure to do so is followed by swelling and intolerable 
pain. The hand must always lie above the level of the elbow 
and the elbow above the shoulder. It is particularly important 
to watch the position of the elbow when a patient sits up in 
bed during the first few days. When these precautions were 
observed it was never found to be necessary to interfere with 
casts ‘applied as early as three’ hours “after the accident. 

When the plaster has dried the cast becomes warm. This 
warmth over’ the region of the finger-tips is an indication of 
a satisfactory circulation beneath the plaster. Movement of 
the fingers within the cast can usuaily be detected after 24 to 
48 hours. When vaselined gauze is used as a dressing the 
vaseline soaks through the plaster during the first 24 hours. 
Other than this there is no exudate unless the burn is infected. 
It is important to use an absorbent type of plaster (home-made 
bandages) so that any exudate formed may readily make its 
way to the outer surface. Elevation should be maintained for 
two days in the case of superficial burns, and for periods up 
to 10 days when the burn is deep or infected. Elevation 
considerably reduces the exudate from an infected burn. If 
elevation is maintained for several days the elbows may become 
sore. This may be relieved by abducting or adducting the 
shoulder in order to shift the pressure points. 


Change of Dressings 
The initial dressing is left in place for 10 to 21 days. 
Superficial burns are usually healed at the end of this time 
(Fig. 3). For deeper burns the dressings are changed in order 


to remove any sloughs that have become loose. When casts, 


are applied to burns of the hands that are seen late and are 


| already oedematous, they will become loose within a few. days. 


It may then be necessary to change the cast earlier, but when 
there is a serious local infection it may be wiser to delay 
the change in order to avoid possible systemic reactions as a~ 
result of the manipulations (Fig. 4). : 
Dressings are changed in the operating theatre with the usual 
aseptic precautions of a surgical procedure. In order to avoid 
injury to the fingers plaster casts are removed with a knife 
rather than with plaster shears. The dressings are carefully ~ 
removed, and those that are dry and adherent to the surface 
are not disturbed. The raw surface is cleaned with soap and 
water. Loose sloughs are cut away, taking care to avoid 
injuring living tissue beneath. At each change of plaster for 


Fic. 3.—Petrol burn of hand and forearm cleaned with soap. 
and water, put into plaster cast, and left undisturbed for 3 
weeks. Healing complete on removal of cast. Full function 
returned within 24 hours. 


a burn of the hand the patient is encouraged to put the wrist 
and fingers through a full range of movements. A fresh dry 
dressing and another cast are applied if the burn is not healed. 
After the first change, dressings are renewed at intervals of 
7 to 10 days until either healing is complete or all dead 
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Fic. 4.—Temperature chart of man aged 42 admitted with 
septic tanned burns of both hands and arms. Casts applied 
to both arms. 7 days later plaster casts were changed because 
they were very loose. Note rise of temperature, which was 
accompanied by a rigor. 


tissue has separated and the surface is ready to receive a 
graft. Grafting can be undertaken with every prospect of 
success 3 to 6 weeks after the time of injury. 


Skin Grafting* 

In the majority of cases thick split-skin grafts cut with the 
Padgett dermatome were used. No attempt was made to clean 
the raw surface by means of frequent wet dressings before 
grafting. Dressings or plaster casts that had not been changed 
for periods up to 14 days were removed at the beginning of 
the operation, and the surface cleaned with soap and water 
or C.T.A.B. immediately before applying the grafts. Although 
the number so treated was small, it is worth recording that 
10 consecutive cases were successfully grafted in the presence 
of infection with Ps. pyocyanea. A firm dressing was applied 
over the grafts, and a plaster cast was sometimes added. Limbs 
were elevated to control exudate from the surface. The grafts ° 
were not inspected for 10 days. 


Functional Results 
In a series of 20 hands immobilized in plaster casts for 
3 to 5 weeks permanent:sfiffness was never seen (Figs. 5 and 6). 
It must be stated that in only one case was the burn severe 
enough to lead to exposure of the extensor tendons after the 
separation of the slough. The fingers recover. their, mobility 
within a few days of the removal of the cast if active-exercises 


y ~* The operations in these cases were performed by Dr. J. M. 
Converse of the American Hospital in Britain. 
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weak as a result of the immobilization of the muscles. 


Fic. 5.—Burns of hands of man aged 32 immobilized for 3 
weeks; grafted and immobilized for 10 days. 


Fic. 6,—Same patient as Fig. 5. Movements 8 weeks after 
accident. 


Discussion 


It has been found possible to treat burns by methods similar 
to those successfully applied to the treatment of other wounds. 
Burns are particularly liable to become infected, on account 
both of their size and of the impossibility of removing dead 
tissue. The incidence of infection can be reduced only by 
exposing the lesions as infrequently as possible. In a busy 
general hospital dressings can be carried out with proper 
aseptic precautions only if they are done-at long intervals, 
thus permitting time and care to be taken over them. Where 
infection does take place systemic disturbances resulting from 
it may be controlled by immobilization of the affected region. 
The benefits to be derived from the immobilization of a series 
of infected burns have been described by Roulston (1941). 
Immobilization of the hand does not necessarily lead to stiff- 
ness, provided care is taken to place the fingers in a good 
position. Nevertheless, it would be unwise to continue such 
immobilization for periods exceeding 4 to 6 weeks. 

It is sometimes stated that part of the treatment in the later 
stages of a deep burn should include the cleaning of the raw 
areas by means of frequent wet dressings before applying skin 
grafts. It seems doubtful whether a case so treated, with all 
the risks of cross-infection attendant on the frequent changes 
of dressings, fares any better than one given a single cleaning 
just before laying on the grafts. The mere presence of bacteria 
upon the surface of the wound is no indication as to the 
possibilities .of suceess \with skim grafts. 64 

When a large number of cases have to be dealt with 
simultaneously there is a great advantage in being spared the 


are encouraged. The newly. healed skin may feel tight, but 
this can be relieved by. rubbing. in lanolin, as, recommended 
by Wakeley (1942). The hand and wrist may temporarily feel 


“Eby Craig. 
necessity for the frequent changing of dressings in all the caseg Ss et ¢ 
A case of extensive burns is in need of careful and continuoy publicatio 


nursing during the first few days. Such attention is the mor | ountry ( 
easily given when there is no need to interfere with the local} few years 
lesion. - Tye exem 
Summary enteritis. 
The principles which govern the treatment of burns ay) attribu 
wounds are outlined. gictween s 
A simple technique of treatment, which includes the use of fill elude 
plaster-of-Paris casts for burns of the hand and forearm, }ishabitan' 
is described. If plaster is applied, elevation of the limb jg J pathogen! 
essential, to prevent oedema, and the hand must. be placed | Qutbreak: 
in the correct “ position of function.” mutabile, 
The value of immobilization, infrequent dressing, and the | pacteriolo 
prevention of oedema is pointed out. in this se 
Burnt hands do not become stiff merely as a result of immo-Jgroups or 
bilization, provided that this is carried out correctly for a}y al. anc 
limited period. - disease is 
In spite of the presence of infection with Ps. pyocyanea,|ihat feeb 
‘skin grafts will “take” on granulating burns that are dressed}ihan a 
infrequently. features 
I wish to thank Dr. R. L. Vollum for undertaking the bacterio. 
logical investigations, Miss M. H. H. Shaw and Mr. H. Axtall for 
doing the photographic work. Thanks are also due to the Medical 
Research Council, who provided a grant for technical assistance. Six epi 
REFERENCES of 102 i 
B Simpson 
Roulston, T. J. (1941). British Medical Journal, 2, 611. epidemics 
Siler, V. E., and M. R. (1942). Ann. Surg., 115, 1106. : 
Wakeley, C. P. G. (1942). Lancet, 2, 242. period thi 
15%. T 
incidence 
than in r 
reason fc 
nurseries 
SULPHAGUANIDINE IN NEONATAL EPIDEMIC | pediatric 
GASTRO-ENTERITIS infant ar 
been mai 
BY mild case 
J. L. HENDERSON,* M.D., F.R.C.P.Ed. gee 
Assistant Paediatrician, Simpson Memorial Maternity Hospital,. |was mad 
Edinburgh 


Since the virtues of sulphaguanidine in the treatment of 
alimentary infections were discovered by Marshall and his 
colleagues (1940, 1941) this sulphonamide compound has 

won general recognition as the most effective drug hitherto 
employed in the treatment of a variety of intestinal infec- 

tions. It has greatly lessened the severity of the symptoms 

and the duration of illness in the various types of dysentery, 

and has been very successful in infective gastro-enteritis 

in infancy and childhood. The principal object of this i 
paper is to record the excellent results achieved with this 
drug in epidemic gastro-enteritis in the newborn, the most 
lethal of the commoner neonatal infections. 


Fic. 1.- 


Epidemiology of Neonatal Gastro-enteritis 


Outbreaks of infective gastro-enteritis occur periodically in Sn of 
all maternity hospitals in which opportunities for cross-infection eee 
among the infants arise owing to imperfect architectural and 1942 can 
nursing arrangements. In all epidemics the vast majority of 
affected infants are bottle-fed. The publicity given to the 
prevalence of the disease in the maternity hospitals in New 
York City by Rice and his collaborators (1937) has focused 
attention on the appalling waste of infant life in maternity 
hospitals from this preventable alimentary infection. These} Table shc 
workers reported 505 cases of epidemic diarrhoea in II 
maternity hospitals in New York in the 24-year period July, 
1934, to Dec., 1936, the incidence being the very high on¢ 
of 14%. The earlier literature contains surprisingly few refe 
ences to such a common disease. The paper based on th - 
largest series of cases, and the only one of note emanating pature infa 
from this country, was published from this hospital in 1936, @ abe 
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by Craig. The impetus given’ to the study of the disease by 
Rice et al. has accounted for the appearance of numerous 
publications in the U.S.A. (Abramson and Frant, 1938) and this 
country (Ormiston, 1941; Crowley et al., 1941) ‘in the last 
few years.” These have shown that few maternity hospitals 
we exempt from periodic epidemics of neonatal gastro- 
The complacent attitude ‘towards this grave infection 
s attributable to the long- intervals which usually occur 
between successive outbreaks. The causal bacterium or virus 
{ill eludes identification. Some believe, however, ‘that normal 
inhabitants of the bowel may cause the disease by assuming 
pathogenic properties, as in epidemic gastro-enteritis in lambs. 
Outbreaks have been attributed to B. proteus vulgaris, B. coli 
mutabile, ‘B. lactis aerogenes, and other commensals. Special 
pacteriological assistance has been given in many of the cases 
in this series, and no organisms of the enteric or dysenteric 
goups or any other pathogens have ever been isolated. Rice 
# al. and others, particularly in the -U.S.A., believe that this 
disease is confined to the first month of life, but it may .be 
that feeble resistance to infection in the early weeks rather 
than a distinctive aetiology accounts for the more severe 
features of gastro-enteritis in the newborn. 


Incidence and Mortality Rate 


Six epidemics and a few sporadic cases, comprising a total 
of 102 infants with gastro-enteritis, have occurred in the 
Simpson Maternity Hospital, Edinburgh, during the three 
years 1940-2. For some unaccountable reason there were more 
epidemics and a “higher incidence of the disease during this 
period than for many years. The incidence was approximately 
1.5%. There were 50 mature and 52 premature infants, the 
incidence in premature infants thus being very much higher 
than in mature infants. Universal bottle-feeding is the chief 
rason for the greater incidence in premature infants. The 
turseries in this hospital are visited daily by an experienced 
paediatric staff, and a clinical chart and a record of each 
infant are kept. _A series of uniform observations has thus 
been made, and it is unlikely that more than a few very 
mild cases have been overlooked. Cases of gastro-enteritis 
complicating thrush infection of the upper alimentary tract 
have been carefully excluded. A post-mortem examination 
was made by Dr. Agnes Macgregor in all of the 58 fatal 


tases. Fig. 1 shows the mortality rate in each of the three 
UNTREATED CASES TREATED 
CASES 
29 30 
DIED 
Wy 
1940- 19421842 


Fic. 1.—Mortality rate in gastro-enteritis before and after the 
introduction of sulphaguanidine. 


years, 1942 being divided into the period before the introduc- 
tion of sulphaguanidine therapy and the period after its 
commencement. The dramatic fall in the mortality rate in 


1942 can be attributed almost entirely to the introduction of. 


this drug. The greatly improved results did not justify the 
use of controls. The accompanying table shows the relation 
of the mortality to the maturity in treated and untreated infants. 


a 08 showing Relation of Mortality to Maturity in Infants Treated 


with spaenine and those Untreated 


Treated Untreated 
: ‘No. | Mortality | No. | Mortality 
‘| Mature infants—over 5} Ib. 0 39 69% 
(a incl. 0 19 84% 
Bi ader 4 I. 8 38% 14 | 86% 


- be greenish, and mucus is ,occasionally present. 


_ parenterally. 


Clinical Features 


The first signs of gastro-enteritis usually appear after the 
first week of life, but they occasionally develop earlier.’ A 
sudden failure of appetite is the first sign of illness. Diminished’ 
vitality, a tired sickly appearance, and pallor follow within 
a few hours. Diarrhoea as a rule develops within a few. hours 
of the onset, but may be delayed for 24 hours. The stools 
are watery-in mdst cases. They are usually yellow, but may 
Blood .some- 
times appears -in severe cases. The stools frequently exceed 
10 a day and are sometimes uncountable. Signs of dehydra- 
tion usually appear by the second day, and rapidly become 
severe in the absence of appropriate treatment. Approxima- 
tion and overlapping of the cranial bones with a reduction in 
the size of the anterior fontanelle are often earlier signs of 
dehydration than a pinched facies. The weight course shows 
a sudden reversal, and the loss amounts to several ounces daily. 
Fever is an inconstant feature, but there is often a moderate 
degree either at the outset or at a later stage. Vomiting is 
absent in many cases ; it tends to be a much more pronounced 
feature in some epidemics than in others, and the diarrhoea 
is sometimes milder when the vomiting is severe, suggesting 
a predominantly upper alimentary infection. Abdominal dis- 
tension is common after the first two or three days. Screaming 
attacks may be caused by colic. 


In the absence of appropriate treatment the dehydration 
and weight loss progress rapidly, and pallor, weakness, and 
anorexia soon become extreme. ‘Sclerema, a grave ‘terfninal 
sign, occasionally supervenes. In a state of such extreme 
weakness the aspiration of vomitus readily occurs, causing 
bronchopneumonia, which is often the terminal event; ~ 


Treatment 


Not a moment should be lost in starting treatment in such 
an acute disease; for severe toxaemia, a prolonged illness, 
much difficult nursing, and possibly a fatal issue may thus 
be forestalled. Even such a potent drug as sulphaguanidine 
cannot be expected to give good results when it is not 
administered until the illness has lasted several days; but it 
is never too late to introduce it in liberal doses, as therein 
lies the main hope of recovery. 


(a) General—The following routine, in conjunction with . 
sulphaguanidine therapy, has given very satisfactory results. 
It has the virtue of simplicity. 


An initial purge has been dispensed with when diarrhoea. has 
become established. Milk is entirely withheld, and 5% lactose or 
dextrimaltose water is given ad lib, every one and a half hours. If 
fluid amounting to 4 oz. per lb. of birth weight per day is not 
taken, the total must be made up to this amount by gavage.. Such 


_an ample fluid intake is essential to replace the excessive loss, and 


to ensure adequate renal elimination of that part of the sulpha- 
guanidine absorbed from the gut and prevent its crystallization in 
the renal tubules and urinary tract. When there is much vomiting the 
sugar should be given in 1/5 normal saline instead of water. In 
severe cases the fluid may have to be introduced by stomach-tube 
for several days. A thin male catheter (No. 18 French) attached 
to the barrel of a 10-c.cm. or 20-c.cm. syringe may be used for this 
purpose. Only sugar and water or diluted saline should be given 
until the appetite returns; this may not occur for from several days 
to a week. It is a great mistake to introduce any milk until the 
general condition shows considerable improvement and the feeds are 
taken with some eagerness. Apprehension is often shown over such 
prolonged withholding of milk, but in the absence of a return of 
appetite there is no indication whatever for giving it sooner, and 
better progress is made without ‘it. 


The above regime, coupled with sulphaguanidine therapy, 
obviates the need for the parenteral administration of fluid 
except on rare occasions. Only one of the 30 cases treated 
with adequate doses of sulphaguanidine was given fluid 
The frequent subcutaneous administration of 
saline was a routine procedure with former methods of treat- 
ment, and intravenous fluid. was sometimes required in addition. 


. The comparative ease with which severe dehydration can be 


prevented when sulphaguanidine is given is a measure of i its 
efficacy. 

The necessity for introducing milk~ gradually when the 
appetite returns must be emphasized. It is customary in this 


: 
Seg, 
OUs 
as 
of 
ced 
the 
Ta 
nea, 
sed 
for 
lical 
al, 
his 
has . 
fec- 
ery, 4 
ritis 
this 
this 
7 | 
yin 
tion 
of 
the 
New 
ised 
fe 
t 
ti 
19 fe 


412 Aprit 3, 1943 SULPHAGUANIDINE IN GASTRO-ENTERITIS OF NEWBORN 


British 
MEDICAL JOURNAL 


hospital to give it in alternate feeds in the form of either 
half-strength breast-milk or 1/12 sweetened condensed milk. 
The number of dilute milk feeds is slowly increased until milk 
is being given at every feed. Then the feeds are gradually 
strengthened according to the demands of the appetite. When 
convalescence {8 well established fresh milk should be sub- 
stituted for sweetened condensed milk. The re-establishment 
of milk feeding in a premature infant is shown in Fig. 2. 


MAY 1942 13114) 1 
SULPHAGUANIDINE IN GRAMMES | 
LACT. H20, 5%, 3 
NESTLE'S MILK, 142,35 12|12| 24124 
JNESTLE'S MILK, tAo, 3 20 
“6 
4 
£97 
= 
MOUTH VOMITING 
4 4] 4/5 
CHARACTER | PLOOSE | 


Fic. 2.—Clinical chart of baby, birth weight 5} lb. Epidemic 
gastro-enteritis developed on the eleventh day. chart shows 
the course of the weight, temperature, and stools, and the treat- 
ment by starvation and with sulphaguenidine. 


(b) Sulphaguanidine.—Iit is of the utmost importance to give 
full doses. Owing to its slow absorption from the bowel, and 
the necessity for achieving a high concentration therein, larger 
doses of this sulphonamide should be given than of the others. 
In this series of cases the mature infants received an initial 
dose of 0.75 g: tabloid sulphaguanidine, B.W. & Co., followed by 
0.5 g. every four hours, and premature infants an initial dose 
of 0.5 g. followed by 0.25 g. every three hours. The latter 
dose is well tolerated by very premature infants provided ample 
fluid is given. These doses are continued for several days until 
there is pronounced clinical improvement with a return of 
appetite. It is then gradually reduced, being stopped a few days 
later (see Fig. 2). It was continued for as long as a fortnight 
in some of the cases in this series. 

(c) Prophylactic—Immediate isolation of all infants sus- 
pected of infective gastro-enteritis is an essential precaution 
in maternity hospitals. This dangerous disease should be 
suspected when an infant which has- been feeding and pro- 
gressing satisfactorily loses its appetite and shows diminished 
vitality and pallor. Confirmation of the diagnosis should be 
followed by strict precautions, to limit the extent and duration 
of the outbreak. There should not be any new admissions 
to the nursery in which the case occurred until all the contacts 
have been discharged. These contacts should be watched very 
closely for the first signs of the disease. Unless such strict 
measures to stamp out the infection are taken at its first 
appearance—and they are often neglected—an epidemic which 
will drag on for weeks or months may occur. Frant and 
Abramson (1938) have drawn up an excellent code of hygiene 
for the prevention and control of this and other infections 
in hospital nurseries. 


Toxicity of Sulphaguanidine 


Sulphaguanidine is one of the less toxic sulphonamides owing 
to its slow absorption ftom the bowel. This property enables 
very much higher concentrations to be attained in the bowel 
than in the circulation and other tissues of the body. About 
20 to 25% of the drug is excreted in the urine. Acetylation 


does not octur in ‘the intestine,’ but'20 to 50% of the assimilated - 


drug is conjugated. After oral administration the maximal 


’ not begun until the fourth day. All four died, and it seems 


infants weighed less than 4 Ib. at birth. The three fatal cases 


concentration in the blood is reached in about “four hour, 
and most of the drug is excreted within 24 hours. Stickney, 
Heilman, Bargen, and Dearing (1942) found, in a series of 
70 patients who were mostly adults, that with an average dog 
of 0.1 g. per kilo of body weight given every four houn 
the maximal concentration of free drug in the blood usually 
did not exceed 4 mg. per 100 c.cm., and seldom reached the 
level of 6 mg. per 100 c.cm. 

The maintenance of a high fluid intake is important to 
eliminate tke possibility of excessive concentration of the 
in the urine, with crystallization in the urinary tract. Ths 
urine of infants receiving the drug often contains a few 
characteristic crystals in the form of parallelogrammic plates, 
and needles occurring singly and in sheaves, but these should 
never be abundant. 

A recurrence of frequent defaecation, which appeared to be 
a delayed toxic effect of sulp,:aguanidine on the bowel, occurred 
in 8 of the 30 infants. ‘This phase began 8 to 10 days after 
starting with the drug, and subsided a few days later. The 
stools were small in bulk and normal in appearance. In some 
cases the drug was still being given, in others it had been 
discontinued for a few days. The diarrhoea had usually been 
controlled for a few days before the increased frequency of 
defaecation recurred. A return of frequent stools, provided 
they are normal, is no indication for continuing or resuming 
either drug or starvation treatment, as cofvalescence 
uninterrupted. 

In their series of 70 cases, mentioned above, Stickney et al, 
observed the following undesirable reactions: mausea 4, 
dermatitis 3, headache 2, indigestion 2, vomiting 1, and 
haematuria 1. The estimation of toxicity in the newborn must 
of course depend on the observance of signs such as dermatitis, 
vomiting, and haematuria. Agranulocytosis seems to be a rare 
complication with sulphaguanidine, but should always be 
watched for on account of its seriousness. 


Comment 


In computing the comparative death rates in cases treated 
with sulphaguanidine and those untreated, four infants who 
received the drug have been excluded. These four were among 
the first to be treated with the drug, and were given only 
half the dose which was afterwards found to be necessary for 
an optimal effect. Moreover, treatment of two of them was 


irrgtional, from a comparative standpoint, to include them in 
the group of cases all of which were treated in the standard 
manner recommended here. 

The mortality rate in the series of 30 cases treated with 
sulphaguanidine would probably have been still lower if there 
had not been so many very premature infants. There were 
11 mature and 19 premature infants, and 8 of the premature 


all belonged to the latter group. In addition to extreme 
prematurity two of the infants who died had. complications 
which ‘might have determined the fatal issue. One showed 
clinical signs of intracranial haemorrhage which were confirmed 
at necropsy, when both subdural haemorrhage from a fairly 
large tentorial tear and subarachnoid haemorrhage were found. 
It is reasonable to assume that this complication substantially 
reduced the chances of recovery from the gastro-enteritis which 
supervened on the tenth day. The other infant seemed to be 
responding well to treatment when its condition suddenly 
deteriorated, six days after the onset of the disease, and signs 
of bronchopneumonia developed. A necropsy showed that 
aspiration of vomitus had caused the pneumonia. As. this 
infant was improving and beginning to feed well it would 
probably have recovered if the unfortunate accident of aspira- 
tion, which is commoner in premature infants, had not 
occurred. 


Miich work remains to ‘be done.on the action of various 
sulphonamide compounds in neonatal gastro-enteritis. More 
experience with sulphaguanidine is needed, and the action of 
sulphapyridine, sulphathiazole, and other compounds requires 
investigation. Sulphapyridine and sulphathiazole are valuable 


therapeutic agents in bacillary dysentery and some .othef}. 


alimentary infections, and may be beneficial. in - neonatal 
gastro-enteritis, but they are likely to. prove more toxic te 
the newborn infant than sulphaguanidine. 
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Summary 

The dramatic reversal of the prognosis in epidemic gastro- 
enteritis of the newborn wrought by sulphaguanidine therapy 
has been demonstrated. 

To achieve optimal results sulphaguanidine must be given 
in the full doses recommended. ; 

An ample fluid intake must be ensured. Fluid every 1} hours 
is recommended. . Tube-feeding may be necessary when there 
is anorexia. Parenteral administration is seldom required. 


Milk should be withheld entirely until the appetite returns, 
and reintroduced very gradually. 


I wish to express my thanks to Prof. Charles McNeil, paedia- 
trician to the Simpson Maternity Hospital; to Dr. G. B. Ludlam, 
lecturer in bacteriology, University of Edinburgh, for personally 
J. M. Robson, lecturer in 


examining many specimens; and to Dr. 
for helpful advice on the 


pharmacology, University of Edinburgh, 
use of sulphaguanidine. 
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SCABIES TREATED WITH ONE APPLICATION 
OF BENZYL BENZOATE 


BY 


JOHN R. GRAHAM, M.B., D.P.H. 
Medical Officer of Health, Chesterfield Rural District 


Lately many articles have been published on the treatment 
of scabies by various methods, and many people still are 
insistent on the necessity for the disinfection of clothing 
and bedding by steam. In view of this the methods 
of working and the results obtained at the Poolsbrook 
Treatment Centre, Staveley, from Aug. 13, 1942, to Dec. 31, 
1942, in treating approximately 1,000 cases of scabies are 
of interest. 

The decision to treat the patients with only one application 
of 20% benzyl benzoate emulsion and to ignore entirely the 


fomites was taken after consultations with Dr. K. Mellanby, 


and the reasons for arriving at the decision were: (1) it would 
afford a practical test of Dr. Mellanby’s hypothesis that fomites 
play only a very minor part in the spread of scabies ; (2) the 
one-treatment method would economize in staff and save many 
hours of patients’ time ; (3) if clothing and bedding could be 
ignored the use of an extra car and driver would be saved. 

Reasons 2 and 3 are important in normal times, but in war 
such economy is vital. mS 

The centre serves the urban districts of Clay Cross, Dronfield, 
and Staveley, and the rural districts of Chesterfield and Clowne ; 
accommodation consists of waiting-room, examination-room, 
and two bathrooms. The area covered is some 150 square miles, 
and the population served is 120,000. The boundaries of the 
district are 10 to 17 miles distant from the centre as the crow 
flies, and in the period mentioned the ambulance used for 
bringing the patients has travelled 8,100 miles. 

The building chosen for adaptation was an empty shop with 
house attached and a large garage. The shop and house had 
four rooms on the ground floor; these were converted into 
the two bathrooms, waiting-room, and examination-room ; on 
the first floor a bedroom was converted into a store-room. A 
sitting-room and a bedroom were kept for the supervisor’s use. 
The premises had a 24-hour -supply of hot water from the 
central heating plant supplying the Poolsbrook housing estate 
of the Staveley Coal and Iron Co. The water came through 


_ at boiling-point, so a thermostatic and a reducing valve were 


fitted to obviate any chance of scalding patients. Unfortunately 
it was note practicable to use this, water for: heating, .so a 
domestic central heating plant was installed. 


The following are the capital costs and maintenance expenses 
to Dec. 31, 1942. 
Capital Expenditure 


‘ 6: % ¢€ 
Adaptation of buildings, decoration, painting, black-out, 
Central heating plant 150 0 0 
Towels, overalls, etc. 67 12 3 
Purchase and adaptation of ambulance .. oe, 
Other initial expenses (medical appliances, typewriter, 
830 19 3 


Maintenance Expenses 


Rents, rates, hot-water supply (from June 1, 1942) be 
Light, heat, and cleaning .. it 5 
Telephone, printing, postages, stationery, advertising .. 22 6 10 
Ambulance running costs: 


£. 
Wages, N.H., U.I., and super. contribs. 
Maintenance and repair of premises, etc. .. = 


£405 1 2 


The staff employed are a male supervisor, trained at the 
Sorby Research Institute by Dr. Mellanby, and two female 
attendants, one of whom acts as driver. ; 


Routine 


Patients are notified direct to the centre by the local general 
a medical officers, health visitors, etc. On receipt 
of the notification a postcard is sent to the home stating that 
the ambulance will call at a certain time for the patient and all 
members of the household. On arrival at the home the driver- 
attendant inquires into the family spread of the disease, and has 
been most successful in getting whole families to accompany her to 
the centre. In most instances the adult members, if they should 
be out working at the time of the visit, can be persuaded to make 
a subsequent attendance at the centre. 

On arrival at the centre the patients go to the waiting-room until 
called for examination. The history is taken, the hands and wrists 
are examined by the supervisor, and if possible a live mite is 
extracted and identified under the microscope. The patient then 
goes to the bathroom, has a hot bath, dries, and is painted from 
neck to soles with a 20% benzyl benzoate emulsion (N.W.F.) by 
an attendant using a 24-in. paintbrush and paying particular atten- 
tion to such areas as the gluteal folds. The emulsion is allowed to 
dry—about 5 to 10 minutes; the patient dresses and goes home. An 
appointment is made for him to return in a week’s time for 
examination. 

At the re-examination a mite is extracted, if possible, and examined 
under the microscope to see if it is alive or dead. (Live mites 
become quite active on a heated slide.) Inquiries are made regarding 
any clinical symptoms, etc., and if the supervisor thinks it necessary 
another treatment is given. If complaint of dermatitis is made, this 
condition is treated. In a previously untreated case no dermatitis 
has been observed after treatment with benzyl benzoate, but derma- 
titis has occurred in a number of cases which had previously been 
treated with sulphur and other medicaments. In treatment of derma- 
titis ung, hydrarg. amnion. dil. has been quite successful. Patients 
are always instructed to return immediately there is any recurrence 
of symptoms. Secondary infection is treated by the application of 
2% gentian violet, with excellent results. 

When school children have no gross secondary infection they are 
instructed to return to school after treatment. If there is bad 
secondary infection they are told to remain off school, and if on 
re-examination the condition has cleared they may return to school. 
If the secondary infection has not improved, the parents are told to 
take the case to their own doctdr. A note is sent to the head 
teacher notifying him or her if the child is fit to return to school. 


Results 


In the following table all percentages have been calculated 
on the assumption that the 109 contacts had no scabies. 


Cases treated (active scabies and household contacts) 980 

Gross No. of reinfections .. 20 (2.29%) 

No. of reinfections where the whole family treated .. 10 (1.14%) 
oe not treated 10 (1.14%) 

Total reinfection and relapses .. og > 3.32% 


The possible causes of relapses and reinfection are: 
(1) contact with other cases of scabies ; (2) reinfection from 
bedding or clothing ; (3) failure of treatment, Reinfection from 
other. cases isoby far the most probable cause: ef relapses and 
reinfection. 
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Relapses are those cases which had symptoms persisting or 
had a live mite removed on re-examination. From an adminis- 
trative point of view they are not importarit, as they are treated 
again. The rate of failure of one treatment with benzyl 
benzoate emulsion may be taken as 0.92% ; two treatments 
would almost certainly eliminate those relapses. Incidentally, 
all the relapses were found to have been in contact with 
untreated cases. Reinfections are cases which return after a 
lapse of 6 to 8 weeks with recurrent symptoms. The 10 cases 
in which the whole family group was treated were made up 
of 3 families of 3, 3, and 4 persons each. They came from 
areas where scabies was very prevalent, and one family of. 
3 members came into close contact with untreated cases. If 
it could be assumed that this family were reinfected from 
another case-of scabies this would bring the rate of reinfection 
in whole family groups treated to 0.8%. 


Conclusions 

One treatment with benzyl benzoate will cure over 99% of 
cases of scabies if efficiently applied. Disinfection of clothing 
and bedding is unnecessary. At the most the omission to 
disinfect will only give an increase of reinfection of just over 
1%, assuming the whole family group treated were reinfected 
from fomites. In the case of the districts served by the 
Poolsbrook Centre it is estimated “no disinfection” will save 
£700 per annum in transport charges alone. Disinfection of 
clothing, etc., at the isolation hospital would probably cost 
another £300. In time of war the use of man and woman 
work hours is entirely unjustified for any improvement that 
might accrue. Dermatitis has never occurred with one treat- 
ment of benzyl benzoate 20% emulsion in untreated cases. In 
many cases treated with sulphur, etc., before coming to the 
centre dermatitis has been observed. The success of the one 
treatment depends on having a skilled and competent staff. 


Medical Memoranda 


Perforated Oesophagus following Burns 


A case of extensive burns was admitted recently into St. Mary’s 
Hospital which proved fatal. Necropsy revealed perforation 
of the oesophagus 2 in. above the cardiac opening, with leakage 
of oesophageal contents into both pleural cavities. 


Case REcoRD 

Mrs. A., aged 29, was unconscious when admitted in the early 
’ hours of Oct. 3, 1942. She had second-degree burns of the entire 
back, the back of the shoulders, and both buttocks, with areas of 
third-degree burning. The backs of the thighs were involved in a 
first-degree burn. The back of the neck also had a first-degree burn, 
as had quite a large part of the face. The hair was extensively burnt, 
Carbon monoxide poisoning coexisted, and the patient was transfused 
with two pints of blood. On removal to the theatre this was followed 
by three pints of serum, and the burn was treated by cleansing with 
saline and applying a tan with a 15% solution of tannic acid. 

On the day after admission the patient seemed quite well. She 
complained, however, of a constant and quite severe pain between 
the shoulder-blades. In addition she had a persistent non-productive 
cough. The pulse was fairly steady at 120 and the temperature 
remained normal. On the second and third “— the pain between 
the shoulder-blades increased and had to controlled with 
morphine. She was restless and her cough increased. She began 
to bring up some frothy sputum. The temperature began to rise, and 
on the evening of the third day it was 103°. The patient died in 
the early morning of the fourth day after admission. 

At necropsy there was no evidence in the tongue, lips, or pharynx 
of any corrosive poison having been taken. Two inches above the 
cardiac opening there was an erosion and perforation of the 
posterior surface of the oesophagus. The erosion was about 1/4 in. 
in diameter. The surrounding tissues were partially digested. The 
stomach contained ‘e fluid and had as many as twenty small 
erosions on its walls. The duodenum had three similar erosions, 
but- they were smaller. The liver was much enlarged, and weighed 
2,500 g. It had undergone excessive fatty change. The lungs showed 
hypostatic’ congestion. postero-lateral surface of the left lung 
was partially digested. The left pleural cavity contained half a pint 
of green fluid of the same appearance as the green fluid in the 
sony Oh right pleural cavity contained about a pint of purulent 

rown 


I have to thank. Prof. Newcomb for the necropsy report, and my 
ief, Mr. Duncan C. L. Fitzwilliams, for asking me to publish the 
case. 


_ are most unusual. 


‘In the course o 


Dermatitis after Local Sulphanilamide 
Treatment of a Wound —— 


The following case is reported as one of clinical ‘interest : 
relating to sulphanilamide sensitivity produced: by prolonged 
local treatment of wounds with the drug in its powder form: 


Case REcOoRD 

An officer recently came under my care for a graze of the left 
buttock and left elbow, sustained in a severe fall. The wound of 
the elbow was only a shallow one, and it was considered that acri- 
flavine dressings were all that was necessary. The wound of the 
buttock, on the other hand, was rather deeper, and | in. in diameter, 
I decided to dress this with sulphanilamide powder. [I 
tion was employed, none of the drug being administered. orally. 
Five grammes of the gro! were applied, being left in. situ for 
hours. At the end o > pat t 
was irritating slightly, and on examination the skin over that joint 
was found to be somewhat reddened, but noone more. A further 
5 g. of the powder was applied, and 12 hours later he reported a 


very severe irritation of this knee and that it was discharging. On ° 


examination it was found that the skin over the left knee was very 


and was covered with numerous small pepules which were ~ 


pegs a thin, sticky mucous fluid: He now volunteered the follow. 
ing history: 

. Eighteen months previously he had fallen, and suffered a severe 
graze of the left knee. This was treated with sulphanilamide powdér 
5 g. daily for 24 months before it healed. t the time of this 
treatment there was no dermatitis. Three months later he developed 
an acute follicular tonsillitis and was admitted to hospital. This 
was treated with sulphanilamide tablets orally—2 g. immediately, 
followed by 1 g. every four hours. Within 48 hours of the start 
of this treatment he noticed an irritation ‘of his left knee, and in 
56 hours a rash had developed exactly similar to the one experienced 
during his treatment under me. The area affected with the derma- 
titis was in all cases exactly that involved by the original graze 
of the left knee. In each instance the dermatitis was easily cured 
by stopping the sulphanilamide and by the local application of 


calamine lotion. 


Here apparently is a case of sensitivity to sulphanilamide © 


persisting for 15 months after prolonged local treatment with 
the drug in its powder form, without any other form of the 
drug being administered during the intervening period. 


IAN M. MACGREGOR, 
Fl. Lieut., R.A.F., Middle East Forces. 


Reactions to Ephedrine 


Severe reactions to ephedrine are uncommon, but reactions in 
persons who had previously taken the drug without discomfort 


interest. 


Case 1.—This gil, aged 12, developed a chronic maxillary antritis. 
treatment she had often used a spray of 2 
ephedrine solution and taken up to 3/4 gr. of ephedrine internally 
in one day. In Oct., 1940, she had had several treatments by suction 
technique, in which 1 c.cm. of 0.5% ephedrine solution was — 
into the nose while she lay with head extended. ‘No adverse effects 
were observed. In Nov., 1940, she had a further treatment, in 
which 1 c.cm. of ephedrine solution of 1% strength was used. Half 
an hour later she felt shivery, and dry in the throat. She complained 
of her heart beating violently, and grew very restless, When seen 
she was frightened, flushed, and unable to lie still. Her respiration 
rate was 42 and her pulse rate 180. With sedatives her condition 
— slowly to normal in four hours, and next day she was none 
worse. 


Case 2.—This patient, a boy aged 6, is an allergic type. He suffers ‘ 


frequently from asthma, hay-fever, and eczema. The family history 
records allergic conditions on both sides. His mother shows similar 
reactions to her son’s, and his father produces severe reactions to 
infections of the respiratory passages. The boy has had ephedrine 
in various forms, taking up to 3/4 gr. a day without ill effect. In 
April, 1942, he developed a catarrhal infection of the nasopharynx 
and started to wheeze He was given 3/8 gr. of ephedrine sulphate 
combined with 3/4 gr. of amytal. (At the age of 4 he had taken 
half this dose three times in 24 hours without discomfort.) Soon 
after this administration, however, he became very restless and 
frightened, and, refused to be left. He complained of thirst and 
drank water copiously. His respirations became very rapid and 
his pulse’ uncountable This condition of hyperexcitability slowly 
subsided, though two hours later his pulse rate was 178 and his 
respiration rate 40; but after a sedative he went to sleep. . Next 
morning his pulse rate was still faster than normal, but this may 


have been due to the mild pharyngeal infection, 


Such violent reactions to ephedrine in normally tolerant . 


children seem at present to be inexplicable ; they are certainly 


alarming to child, parent, and doctor, and show the necessity ° 


for care in the administration of the drug. 


Local applica- | 


this time the patient said that his left knee 


The following two cases may prove of 
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Reviews 


HAEMORRHAGIC DISEASES AND HAEMOSTASIS 


The Hemorrhagic Diseases and the Physiology of Hemostasis. By 
Armand J. Quick, Ph.D., M.D. (Pp. 340. $5.00 or 27s. 6d.) Spring- 
field and Baltimore: Charles C. Thomas; London: Baillitre, Tindall and 


Cox. 1942 
Great advances have been made in the last decade in knowledge 
of the haemorrhagic diseases. Dr. A. J. Quick has himself 
made notable contributions to this knowledge. He has now 
written a concise account of the mechanism of haemostasis 
and the diseases in which a bleeding tendency is the major 
problem. His monograph is beautifully produced and reason- 


ably priced. The complexity of the subject is shown by the’ 


fact that he makes reference to over 1,000 original articles, 
and this is probably the best simple account of what is assuredly 
one of the most difficult subjects in medicine. Quick is a 
vigorous protagonist of the classical hypothesis of blood 
coagulation—that prothrombin and calcium react with thrombo- 
plastin to form thrombin, and that the thrombin then reacts 
with fibrinogen to form fibrin. This hypothesis has justified 
itself by such rewards as the discovery of the cause and effects 
of hypoprothrombinaemia, the introduction of vitamin K and 
dicoumarin, and the clinical application of powerful haemo- 
statics such as snake venom and stable thrombin. Quick 
proceeds in a series of lucid chapters to describe prothrombin, 
thrombin, fibrinogen, thromboplastin, the platelets, and the 
anticoagulants. There then follow descriptions of the classical 
haemorrhagic diseases—purpura haemorrhagica, the hereditary 
haemorrhagic diathesis, fibrinopenia, haemophilia, and the 
haemorrhagic diathesis of vitamin K. It would be difficult for 
anyone to write a better introduction to the subject, and people 
thinking of carrying out research on blood coagulation or 
adding to the already voluminous literature would do well 
to study this book first of all. The uninitiated reader may 
well think that. the problems are sémpler than they really are. 
Experience of the difficulties of storing stable blood products 
at a transfusion depot and clinical study of unselected cases 
of haemorrhagic disease will not be tong in proving to our 
beginner that there is still much to learn. He may well begin 
to doubt whether the effects on the plasma of extrinsic factors, 
foreign surfaces, filtration, hydrogen-ion concentration, etc., 
are really explained by the classical theory of blood coagulation. 
His biochemical colleagues will show themselves a good deal 
happier about the colloidal chemistry of muscle contraction 
than that of blood coagulation. He will find that spontaneous 
haemorrhage is much more commonly due to_ infection, 
toxaemia, and avitaminosis than to the classical haemorrhagic 
diseases, and a good deal more difficult to explain. He will 
be puzzled to observe that a boy with fibrinopenia and a 
practically incoagulable blood seems a great deal less incon- 
venienced than a haemophiliac whose blood clots in 15 minutes. 
He may even begin to wonder whether we know anything 
at all about the part played by the capillaries and the tissues 
in haemostasis. He will then realize the artistic simplicity of 
Dr. Quick’s book, and will be well advised to study it again 
more carefully. For it is indeed a most able summary of 
what is known about the mechanism of haemostasis, and its 
only real fault is that it suggests that we know far more than 
we do. 


MASS MINIATURE RADIOGRAPHY 


Mass Miniature Radiography. By R. R. Trail, M.D., F.R.C.P., H. J. 

Trenchard, M.B., M.R.C.P.. and J. A. Kennedy, M.B. B.S. (Pp. 96; 

illustrated. 8s. 6d.) London: J. and A. Churchill. 1943. 
The publication of Mass Miniature Radiography, by R. R. 
Trail, H. J. Trenchard, and J. A. Kennedy, is very timely. 
The authors. have had a large practical experience of mass 
examination of the chests of R.A.F. personnel, and the organi- 
zation and technique for civilian mass radiography that they 
outline in this book are based on that work. There is a 
foreword by Lord Dawson—appropriately, in view of his warm 
advocacy of the adoption of mass radiography as 4 public health 
measure. It is pleasant to think that his advocacy has recently 
had so successful a result. The authors in the preface say 
that the book is intended as a practical guide to the setting 


up and running of a mass miniature radiography department. 
In this they have succeeded admirably. - 

In the first two chapters administration and central adminis- 
tration are considered. In miniature radiography of the 
chest the highest technical quality must be maintained. An 
indifferent miniature radiograph is worse than useless; it is 
misleading. That the authors appreciate this is indicated by 
their insistence on central co-ordination to ensure a high stan- 
dard of work throughout the country. The next three chapters 
deal with accommodation, apparatus, and staff. A plan of a 
model department is given, and two types of apparatus are 
described. The authors prefer an apparatus with as few inter- 
locking safety devices as possible, but, provided that these 
devices translate silent faults into an obvious failure on the 
part of the unit to function, they are an advantage and avoid 
the necessity for recalling subjects for re-examination. The 
authors point out that a considerable staff (between five and 
nine) is required to operate these units. This may deter hos- 
pitals which contemplate installing a unit merely for its 
publicity value. 

The lay-out of x-ray and dark rooms and the processing of 
films are described, and due stress is laid on the necessity for 
adequate protection of the staff. A particularly valuable sec- 
tion is that on the routine of working a department, including 
the system of records and disposal of suspects. The book con- 
tains a chapter on interpretation of films, and appendices on 
classification, record cards, and accessory equipment. 

Although there are some points of detail in it that not 
all will agree with, this book is to be particularly welcomed 
just now, and is recommended to all interested in the subject. 
It will be invaluable to those who will shortly have the duty 
of organizing mass radiography centres throughout the country. 


CLINICAL ANAESTHESIA | 


Recent Advances in Anaesthesia and Analgesia (including ‘Oxygen 
Therapy). By C. Langton Hewer, M.B., B.S., D.A. Fourth edition. (Pp. 
341 ; illustrated. 18s.) London: J. and A. Churchill. 


Anaesthetists everywhere must be glad that a fourth edition 


‘ of this book has been published. Dr. Hewer in his preface 


emphasizes that he has deliberately omitted a special chapter 
on anaesthesia for the surgery of the battlefield or the bombed 
town. In this he is wise, since the principles of anaesthesia 
are the same, and in both peace and war the main short cut 
to good anaesthesia is an unobstructed airway. As every 
anaesthetist knows, this volume contains an enormous amount 
of information on clinical anaesthesia, compressed but readable 
and easily available for consultation. Dr. Hewer has managed 
to include his own opinion on most major problems, so that 
the inexperienced need not flounder in a bog of assorted views 
when needing guidance. It is, however, apposite, now that we 
have a diploma in anaesthesia, to point out that this is not 
a textbook. Elementary facts and commonplace well-tried 
methods are in fact often deliberately omitted. What might 
be included in a future edition are descriptions of some of the 
better-known techniques for regional nerve block, such as 
brachial and cervical plexus blocks, and paravertebral block 
for abdominal operations. There seems to be an unnecessary 
amount of spzce devoted to listing local anaesthetic drugs, 
most of which are now of academic interest only. A complete 
list of references is given at the end of each chapter, and the 
isolated anaesthetist should not hesitate to employ this guide 
to wider reading before either using or passing judgment on 
a method with which he is unfamiliar. 

As heretofore, the book is well produced, particularly so 
for these days. 


Notes on Books 


Physiological Psychology, by $. R. HatHaway (New York and 
London: D. Appleton-Century Company; 15s.), is a simply written 
elementary account of the structure and functions of the nervous 
system, and is intended for psychologists. The presentation, if 
rather dry, is clear and comprehensive. We are a little surprised to 
tind, however, that so small a space is given to the physiology of 
the conditioned reflexes. One would suppose that it is the upper 
levels of the nervous system in which psychologists are most 
interested, but it is certainly very desirable that they should have 
some appreciation of the ways in which the lower levels are consti- 
tuted and how they function, and for such a purpose this book is 
well designed. 
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PSYCHOGENIC FACTORS IN BRONCHIAL 
ASTHMA 


The term “ psychosomatic medicine” has become very 
popular, and there is now at least one journal devoted to 
this topic. Since psychological medicine is so often accused 
unjustly of being clogged with esoteric technical terms it 
behoves us to investigate any neologism carefully to see that 
its introduction is justified. There is a practical usefulness 
in the term “ psychosomatic” if it calls the attention of 
doctors to what they have often been unaware of in the 
past—namely, the effect of personal events in producing 
symptoms with a physical reference, and even, in the case 
of individuals with a locus minoris resistentiae, in facili- 
tating the occurrence of physical disease. Indeed it has 
been observed in a search for control material that among 
a group of individuals with ordinary physical illness the 
onset of their illness often coincided with a period of per- 
sonal stress, as if the psychophysical chain had broken at 
its weakest link. One of the conditions that has been most 
studied in this connexion has been asthma, which is an 
interesting disease for a variety of reasons. Its manifesta- 
tions appear to be invoked not infrequently by mental 
disturbance, and it is one of the rare examples of a func- 
tional disorder which by repetition leads to structural 
organic damage. 

In this Journal several years ago R. D. Gillespie enumer- 
ated the possible interconnexions of asthma with psycho- 
logical factors.!. It was tentatively suggested that in rare 
instances the asthmatic attack might have a symbolic value, 
being chosen automatically as a pattern of expression 
because the asthmatic paroxysm in some way reproduced 
the unconscious imagery of the underlying conflict. But 
no satisfactory evidence was produced at the time, and the 
author confined his examples to cases in which emotional 
factors played in an unspecific way on a physical pre- 
disposition. In a painstaking study French and Alexander? 
have propounded the thesis that the asthmatic attack is 
the equivalent of a suppressed cry. The asthmatic patient, 
in their view, is one who has been frustrated in his affec- 
tions in early life and forbidden to cry, crying being the 
infant’s natural call for sympathy. Unfortunately the 
evidence for this ingenious theory seems thin indeed and 
rather too characteristic of some types of psychological 
speculation: what begins as a hypothesis in one chapter 
ends as an established fact two chapters further on, with- 
out much intervening substantiation. 

More in accord with general experience and more in con- 
formity with what most people will find understandable 
are the observations of Sir Arthur Hurst, whose long 
experience of the conditions has been subjective as well 
as objective. An article from his authoritative pen appears 
at the opening pages of this week’s issue. On the one 
hand, according to Hurst, there is the asthmatic diathesis 
or constitution, and on the other the numerous precipi- 
tating factors, some of them psychological. The factor of 
constitution, especially if it can be shown to be supported 
by data on heredity, is one that is more acceptable on 


1 British Medical Journal, 1936, 1, 1285. 
2 Psychosomatic Med., Monographs I, II, and IV. 


general principles than the psycho-analytical notion of 
asthma itself as an essentially symbolic matter. One point 
where Hurst finds psychological factors of outstanding 
importance is in the alleviation of asthma. It is here that 
a knowledge of medical history shows its value. There 
would be less tendency to claim results from new nostrums 
if their pedlars were historically informed. The history 
of asthma in medicine is the history of one “ successful ” 
cure after another; yet asthma remains and “cures” 
multiply wherever a ‘number of physically diverse remedies 


_ are equally effective. The common factor of suggestion 


is the preponderant one. 
The investigations of French and Alexander support and 
extend the previous findings of Rogerson (who also contri- 


‘butes a note on the subject at p. 406), Hardcastle, and 


Duguid, by analysing further the influences behind the 
anxiety and aggressiveness that these observers had noted 
as characteristic of asthmatic children. Cameron had long 
ago observed the effect of maternal over-protection in this 
setting. Asthma is in fact a kind of “experiment of 
Nature ” on the combined effects of physical and psycho- 
logical causes from a wide diversity of spheres—constitu- 
tional, accidental, physical, educational, and emotional. 
The study of asthma is an admirable antidote to those 
whose disposition tempts them to accept uncritically the 
last new thing discussed in the market-place of medicine. 


INTRAVENOUS ALIMENTATION 


The possibility of feeding by complete parenteral alimenta- 
tion patients who cannot ingest, digest, or absorb foods 
properly is most attractive. The intravenous administra- 
tion of glucose solutions to meet the energy requirements of 
such patients is, of course, an established practice, and some 
success has also been achieved with the injection of emulsi- 
fied fats’ ; but only recently have man’s nitrogen needs been 
supplied in this way. Theoretically, intravenous protein 
alimentation should be quite a straightforward proposition, 
for, although proteins are the normal nitrogen-containing 
materials ingested by the individual, the amino acids 
obtained from these proteins by enzymatic digestion are 
the fundamental units.which his body manipulates in satis- 
fying its needs. Obviously, then, it should be possible to 
eliminate the processes of protein digestion in and amino- 
acid absorption from the alimentary canal by the simple 
expedient of introducing the necessary amino acids directly 
into the blood stream. Elman and Weiner, who succeeded 
in doing this in 1939,? used an acid hydrolysate of casein 
supplemented with tryptophane and methionine or cystine. 
After preliminary successful trials on adult dogs, they 
administered the supplemented digest intravenously to 
patients suffering in general from some form of obstruc- 
tion of the alimentary canal. The large negative nitrogen 
balances of these patients were corrected and they were 
able to store nitrogen. These results were promising enough, 
though the amino-acid mixture used was not particularly 
ideal, since the supplements were expensive. Elman and a 
number of other clinicians ****® then experimented with 
an enzymatic digest of casein—amigen—which retained 
its full complement of tryptophane. Intravenous injections 
of solutions of this substance were well utilized and required 
no further amino-acid supplements, but there were at first 
a few undesirable reactions. A too rapid rate of injection 
caused abdominal pain, nausea, and vomiting ; these symp- 


1J. Pediat., 1935, 6, 

2 J. Amer. med. 17939, 112, 796. 

3 Ann. Surg., 1940, 11 ¥ 594. 

4 Ibid.; 1942, 115, 1160. 

5 J. Pediat., 1940, 16, 679; 1940, 17, 595. 
6 Surg. Gynec. Obstet., 1942, 75, 300. 
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toms were not seen when the injections were given more 
slowly. Chills and fevers were frequently encountered, but 
Elman and his colleagues* found that these could be elim- 
inated, as they were merely associated with pyrogens of 
bacterial origin present in the distilled water used for making 
the amigen solutions. Phlebitis was a more constant re- 
action, but Elman* and Landesman and Weinstein® consider 
that amigen solutions are really no more irritant than similar 
solutions of glucose and of salts. Of some 500 patients, 
many of them in a critical condition, to whom the solution 
of amigen was given, only two showed any urticarial 
response, and of the few deaths recorded none was caused 
by the amino-acid mixture. On the other hand, the indi- 
cations were that without the amino-acid injections the 
death rate would have been higher, though objective proof 
of this fact was unobtainable. All the evidence shows that 
the intravenous injection of a sterile 2.5% solution of 
amigen prepared in freshly distilled water and administered 
at the rate of 8 to 12 g. of solids per hour is a safe procedure, 
and a simple and convenient way of supplying large amounts 
of protein nourishment parenterally. The amino acids so 
administered are well utilized, pronounced negative nitrogen 
balances are rapidly reversed, and a general improvement 
in the patient’s clinical condition is observed. It is inter- 
esting to note that Clark and Brunschwig’ have advanced 
intravenous alimentation a stage further by administering 
emulsified fat as well as dextrose and amino acids to a 
human being over a 17-day period, as much as 12 g. of 
nitrogen and 1,700 calories being given during one 24-hour 
period. 

The diverse pathological states in which intravenous 
amino-acid alimentation has been used in America indicate 
the potentialities of this method. For example, it has been 
found beneficial in carcinomatous and ulcerative conditions 
of the alimentary canal, in cases of general peritonitis, in 
pneumonia and tuberculosis, and for burns. Elman and 
his co-workers recommend it for improving the nutritional 
state of undernourished patients before operation and also 
in the immediate post-operative period. Landesman and 
Weinstein suggest that the use of amigen is not limited 
merely to starving patients in whom it is impracticable to 
give protein by the intestinal tract. On only one point does 
there appear to be any controversy. Landesman and 
Weinstein do not consider that intravenous amino acids 
raise the low plasma protein levels of oedematous patients, 
while Elman and his colleagues hold the opposite view. 
Further trials over longer periods will probably settle this 
point. 
taining positive nitrogen balances in infants by intravenous 
administration of a mixture of 20 crystalline amino acids 
instead of protein digests. At the moment, however, this 
method is far too expensive, and in any case can only 
become really economical when it has been decided which 
of the amino acids are “ essential” for the human species 
and which can.be safely dispensed with. 


VITAMINS AND PHYSICAL FITNESS 


Some months ago we wrote in these columns*® of work 
done in America on the relation of vitamins to bodily 
efficiency. To this information from the other side of the 
Atlantic, which, inter alia, underlined the excellence of 
American Army diets, may now be added experience 
gained at home by Harper, Mackay, Raper, and Camm, 
whose results were recently published in this Journal.'° 
Experiments were carried out at Manchester University 


7 Proc. Soc. exp. Biol., N.Y., 49, 329. 
8 J. Nutrit., 1940, 20, 305. 

9 British Medical Journal, 1942, 2, 485. 
10 Ibid., 1943, 1, 242 


Shohl and Blackfan*® have been successful in main- . 


on the effect of treatment with vitamins A, D, and C on the 
fitness of R.A.F. and R.E. cadets. The young men, 69 
in all, lived in two university halls and had the ordinary 
undergraduate diet. A preliminary examination was done, 
which consisted of collecting the usual anthropometric data 
and of measurements of the resting and standing heart rate, 
of the resting and post-exercise vital capacity, and of the 
R.A.F. breath-holding and endurance tests. The cadets 
were then divided into two groups, and members of one 
group received daily a capsule containing 6,000 units of 
vitamin A and 1,000 units of vitamin D and a 50 mg. 
tablet of vitamin C, while the remainder were given placebo 
capsules and tablets. After 10 weeks the men were re- 
examined and the two groups were changed over for a 
further experimental period of 11 weeks, ending with a 
third examination. The results of the tests were statistically 
examined, and it was found that at each comparison the 
performance of the men receiving the vitamin additions 
was in several respects superior to that of the cadets given 
the sham treatment. Thus the measurements of resting 
vital capacity, of the breath-holding time, and the endur- 
ance tests were in their favour at both re-examinations, 
and the combined differences taken over the whole period 
were statistically significant. The effect of the vitamin 
additions was also reflected in changes in the resting heart 
rate, but in a rather unexpected fashion in that a slower 
heart rate popularly taken as a sign of physical fitness was 
found in whichever group was on the control treatment. 
No significant differences were found in the standing heart 
rate, the post-exercise heart rate, the heart rate during the 
R.A.F. endurance tests, and the post-exercise vital capacity. 
Neither were the anthropometric measurements different. 
An interesting feature was the greater incidence among the 
controls of minor respiratory and gastro-intestinal com- 
plaints. The assessment of these differences was naturally 
more vague than for the physical measurements, as it rested 
solely on statements of the cadets themselves. These, how- 
ever, did not know whether they were receiving sham or 
real treatment, and the differences were large—14.9 days 
per man of various complaints among the controls and 
9.7 days per man in the vitamin-treated cadets—and statis- 
tically significant. 

Harper and his colleagues have soberly assessed the 
results of: their findings and are well aware of certain 
possible objections to their tests. It might be well to 
mention another. In two respects, the breath-holding time 
and the endurance test, differences between the two groups 
at the initial examination are rather large and may raise 
doubts as to the randomness of the original distribution. 

In a shot-gun vitamin experiment it is generally impos- 
sible and always difficult to separate the effects of the dif- 
ferent vitamins. Here, however, one is tempted to speculate 
that the relatively rapid tailing off of the vitamin group 
when switched over to control treatment points to an initial 
shortage of vitamin C, which cannot be stored for long, 
rather than of vitamins A and D, which would accumulate 
in sufficient quantity to allow of a longer carry-over during 
the lean period. Whatever the limitation of the diet of the 
cadets, it apparently became much less obvious in the 
second period; the vitamin and control groups were 
changed over at the end of June, and the treatment differ- 
ences from then till September were much smaller than 
during the first round between April and June. This may 
have been connected with the usual improvement in the 
diet which takes place in the early summer. 

One could wish that this useful experiment had been on 
a more ambitious scale, that it had included treatment with 
the vitamin B complex, and that the composition of the 
cadets’ diet and an assessment of their bodily reserves of 
vitamins had been made available. It is to be hoped that 
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this interesting piece of research at Manchester is a fore- 
runner of more elaborate investigations. It has certainly 
rendered great service in showing that the diet of young 
men preparing themselves for most arduous duties is some- 
thing that can be improved upon. 


EPIDEMIC KERATOCONJUNCTIVITIS 


Ophthalmological literature contains many reports of 
epidemic outbreaks of conjunctivitis complicated by 
corneal lesions. These date back to 1889, when von 
Stellwag recorded an outbreak described as “a peculiar 
form of corneal inflammation,” and designated the appear- 
ances as “nummular” because of the multiple coin-like 
scars in the cornea. Such outbreaks have appeared at 
irregular intervals until the past few years, when wide- 
spread epidemics have been reported with increasing fre- 
quency in different countries both on the Continent and 
in the United States. As the condition is only now being 
clearly recognized, it was inevitable that the outbreaks 
should be recorded by different observers under a variety 
of names—such as superficial punctate keratitis, keratitis 
subepithelialis, keratitis maculosa, Béal’s conjunctivitis, 
acute follicular conjunctivitis, and various nondescript 
designations. An excellent survey of this diffuse literature 
is given by Hogan and Crawford,’ who include an account 
of 125 cases which they have studied. It is, of course, 
possible that not all the epidemics in the literature fall 
into this group. It is only necessary to recall the old 
conflict about the unity of trachoma with follicular con- 
junctivitis to appreciate that epidemic conjunctivitis with 
corneal lesions may constitute more than one entity. There 
is, however, strong evidence that a protean affection which 
has many manifestations must be regarded as a distinct 
clinical entity. The conjunctiva shows a number of 
lesions ; it may be slightly involved or so severely affected 
that there is intense chemosis, especially in the lower 
palpebral area; or there may be mild follicular reaction 
or pseudo-membrane formation. As for the cornea, the 
designations of superficial punctate keratitis, macular 
keratitis, subepithelial keratitis, nummular keratitis, and 
diskiform keratitis are indicative of the varying conditions 
seen. What stamps the group as an entity are the cardinal 
points which are present in all cases: (1) sudden onset 
with glassy oedema of the caruncle, semilunar fold, lower 
fornix, and bulbar conjunctiva ; (2) the severity of the con- 
junctival signs in the absence of any marked discharge— 
a point of considerable importance ; (3) enlargement of 
the pre-auricular and other regional glands; (4) the fre- 
quent involvement of the cornea, shown subjectively by 
a worsening of the symptoms ; (5) the absence of causa- 
tive organisms in smears and cultures ; (6) the presence of 
a lymphocytic type of exudate in smears and scrapings 
instead of a polymorphonuclear exudate common in other 
forms of acute conjunctivitis. Different observers have 
reported a varying incidence of unilateral inflammation 
even in severe epidemics, and it would appear that at least 
50% of the infections are unilateral, while corneal lesions 
are-generally present in about 75% of cases. The affection 
runs an acute course, but corneal damage may persist for 
months or permanently. 

Aetiologically a large number of organisms have been 
incriminated but none established. The similarity of the 
corneal lesions to the herpetic affections of the cornea has 
led some workers to postulate a virus origin. R. E. 
Wright,’ who was the first to recognize that extensive 
variations appear in superficial punctate keratitis, also 
brought forward evidence of the virus nature of the infec- 


1 Amer. J. Ophthal., 1942, 25, 1059. 
2 Brit. J. Ophthal, 1930, 14, 357, 595. 


tion. Other observers have reported on similar lines, and 
Sanders’ has now recorded some preliminary observations 
on the isolation of a virus agent in the epidemic that 
recently occurred in the shipyards of San Francisco, 
accounts of which have been reported by Hogan and 
Crawford’ and by Rieke.‘ Most observers agree that 
treatment has little effect on the course of the disturbance, 
and reliance must be placed on palliative measures, includ- 
ing atropine when the cornea is involved. Silver nitrate 
in particular seems to be ineffective. 

Some interesting theoretical speculations emerge from 
the clear recognition of this affection. Should it prove to 
be a virus disease, one further group of virus infections of 
the conjunctiva will have to be added to the established 
entities of trachoma, inclusion conjunctivitis of the new- 
born, and swimming-bath conjunctivitis. The relation of 
these different affections to each other and to herpes 
keratitis is a problem that promises to enlarge our know- 
ledge of a difficult field of study. 


TREATMENT OF TETANY IN PREGNANCY 


That there is a drain on maternal calcium to meet the 
requirements of the foetus has long been recognized, and 
it is perhaps surprising that fully developed tetany is not 
encountered more often in association with pregnancy. 
Steinheim’ in 1830 described a form of tetany associated 
with pregnancy and lactation, and with the advent of 
thyroidectomy, first performed by Kocher in 1878, a 
new aetiological factor for hypoparathyroidism appeared. 
Kehrer® in 1913 reviewed 103 cases in the literature and 
added 5 of his own. Recently Anderson and Musselman‘ 
have collected 240 cases, which they divide into four aetio- 
logical groups. In the first group were 26 post-operative 
cases, in some of which tetany developed during pregnancy 
although the parathyroid deficiency had not been severe 
enough to cause it in the non-pregnant state. This agrees 
with the experimental work of Dragstedt, Sudan, and 
Phillips’ on bitches from which the thyroid and parathy- 
roids had been removed and which developed tetany when 
they became pregnant. Those cases in which the mother 
survived usually resulted in death of the foetuses and abor- 
tion. The next two groups, with a total of 154 cases, were 
less certain in aetiology, and are described as being idio- 
pathic, and having low calcium intake or vitamin D de- 
ficiency, respectively. Hyperventilation and blood loss 
during labour are regarded as possible aetiological factors, 
and lactation is thought to play a part since 41 of these 
cases occurred during that period. The fourth group con- 
sisted of 60 cases of thyroid disease, but little mention is 
made of them except that treatment of the thyroid condi- 
tion was essential. 

Although fully developed tetany is unusual in pregnancy, 
Anderson and Musselman maintain that the paraesthesias 
and “leg cramps” of many pregnant women are indica- 
tions of impending tetany, while Ellsworth,’ studying the 
blood chemistry of such patients, finds values of serum 
calcium below 8.5 mg. and serum phosphorus above 4.5 
mg., which he regards as criteria of hypoparathyroid in- 
sufficiency. Richardson,? on the other hand, observed 
values of serum calcium as low as 5.6 mg. without subse- 
quent symptomatology. Clinically, the diagnosis of sub- 
tetany and even of the fully developed disease in pregnant 
patients is not easy. Chvostek’s sign is positive in 75% of 


3 Arch. Ophthal., Chicago, 1942, 28, 581. 
4 J. Amer. med. "ASS. 1942, 942. 

5 Arch. Gyndak., 1913, 99, "372 

6 Amer. J. Obstet. Gynec., 1942, 43, 547, 
7 Amer. J. Physiol., 1924, 69, 477 

8 Internat. Clin., 1933, 3, 27. 

9 Illinois med. : 1931, 59, 453. 
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all pregnant women in the latter weeks, and the cathode 
closing contraction in 80%, illustrating an increase of 
neuromuscular excitability. Brougher!® believes there may 
be a relation between pre-eclamptic toxaemia and para- 
thyroid insufficiency, and gives examples suggesting that 
parathyroid extract is deserving of further trial in the treat- 
ment of this condition. In any case the aim of treatment 
in tetany and subtetany is to raise the blood calcium and 
lower the serum phosphate. This may be achieved by 
intravenous or intramuscular calcium glucbnate—10 c.cm. 
to 20 c.cm. of a 10% solution—and parathormone. After 


the acute stage, 25 g. to 30 g. of calcium lactate dissolved: 


in warm water should be taken daily by mouth. It is 
also beneficial to place the patient on a low phosphorus 
diet by limiting the intake of meats, cheese, and egg-yolk. 
Vitamin D was the most effective agent in increasing the 
intestinal absorption of calcium until the discovery of 
dihydrotachysterol (A.T.10) by Holtz.! This also in- 
creases the phosphorus excretion, but it is not without its 
dangers, such as calcification in the kidneys, and during its 
administration the serum calcium must frequently be deter- 
mined. Finally, Anderson and Musselman consider that 
tetany is no indication for the induction of abortion, as 
modern therapeutic measures are capable of saving both 
mother and child. 


SILVER NITRATE FOR ASEPTIC OBLITERATIVE 
PLEURITIS 


The. production of an artificial obliterative pleuritis is 
important in the management of certain chest diseases, 
and in a recent paper Brock!” describes the use of silver 
nitrate for this purpose. Adhesions between lung and 
parietes may be needed: (1) as a preliminary to lobec- 
tomy; (2) as a preliminary to suction drainage of a 
tuberculous cavity—Monaldi’s operation ; (3) to cure the 
condition of chronic or recurrent spontaneous pneumo- 
thorax ; and (4) to relieve the condition of chronic idio- 
pathic pleural effusion. Bethune’s “ pleural poudrage,”!* 
in which iodized tale powder is blown into the chest 
through a cannula under thoracoscopic control, has been 
widely used for producing pleural adhesions before lobec- 
tomy, but the silver nitrate method has certain advantages 
over it, not the least being that it is a simple bedside pro- 
cedure and not even a minor operation. A preliminary 
injection of morphine is desirable as there is some fmmedi- 
ate pain. Then 7.5 to 10 minims of a 10% solution of 
silver nitrate is injected with an all-glass syringe after 
induction of a small pneumothorax, and as much. air as 
possible is at once removed. There is usually a low 
febrile disturbance lasting 3 to 5 days, and some fluid is 
formed. This and any remaining air must be aspirated 
so that the pleural surfaces can adhere. After 3 to 4 
weeks artificial pneumothorax is again attempted, and if 
successful (usually incomplete) a second injection is given. 
Out of 20 cases in which this method was used before 
lobectomy there was complete pleural obliteration in 15 
and partial obliteration in 2 more; 13 of these patients 
had received one injection, and 4 had had two. The 
adhesions found at operation are ideal, being soft and 
avascular but firm enough to prevent collapse of the 
remaining lobe. 

Chronic and recurrent (often bilateral) spontaneous 
pneumothorax is not at all common and can _ be 
very disabling. Brock mentions 32 cases, in 20 of 
which he used silver nitrate, and all 20 were cured. 
After preliminary thoracoscopy to exclude any lesion, 
such as congenital cystic disease, which may require other 


10 Amer. J. Obstet. Gynec., 1942, 43, 710. 
11 Arch. klin. Chir., 1933, 177, 32. 

12 Guy’s Hosp. Rep., 1942, 91, 99. 

18 J. thorac. Surg., 1935, 4, 251. 


treatment, the silver nitrate is injected and expansion of 
the lung aided by subsequent aspiration of fluid and air. 
In one case the patient had had a chronic pneumothorax 
for as long as nine years; in all cases the condition had 
been present for some months. Patients with recurrent 
pneumothorax had had as many as half a dozen attacks, 
often on alternating sides and in some cases on both sides 
simultaneously. Brock also describes two cases of idio- 
pathic massive pleural effusion in which successful pleural 
obliteration was secured after aspiration of all the fluid 
under thoracoscopic control and then introduction of 
silver nitrate. This was followed by repeated aspiration 
of fluid, the amounts rapidly diminishing until* pleural 
symphysis occurred. 


KETOSIS AND GONADOTROPHIN SECRETION 


While oestrogens have been extensively used for the suppres- 
sion of hypophyseal secretion, no therapeutic procedure 


-has yet been developed for the stimulation of the pituitary. 


Last year, however, Julesz' suggested that a ketogenic diet 
would stimulate the secretion of gonadotrophin and perhaps 
of other pituitary factors. He was led to make his experi- 
ments by observations recorded in the clinical literature 
suggesting that women on such a diet frequently suffered 
from amenorrhoea. He accordingly put fourteen patients 
on a ketogenic diet (ten women and four men), and tested 
their urine by injection into immature female mice. The 
patients were sexually normal, with no evidence of endo- 
crine disturbance ; they mostly suffered from arthritis or 
asthma. The urine was injected by the usual Aschheim- 
Zondek procedure, a total of 3.6 ml. being given in six 
injections. Follicle stimulation was produced by the urine 
of twelve of the fourteen patients, this stimulation being 
very marked in some cases. No such effect was obtained 
by the urine of the patients before or after the period 
of treatment. That this excretion of follicle-stimulating 
gonadotrophin was associated with the ketosis is shown by 
the fact that two diabetics with ketonuria and one patient 
with starvation ketosis also excreted the hormone. The 
amenorrhoea seen in women during ketosis is explained 
as being due to over-production of follicle-stimulating 
gonadotrophin and the failure of the cystic follicles so pro- 
duced to become luteinized, the endometrium remaining in 
the proliferative phase. The author goes on to suggest that 
all pituitary functions are stimulated by’ketosis ; that the 
capacity of the hypophysis to react when dysfunction is 
suspected may be tested by placing the patient on a keto- 
genic diet; and, finally, that the production of follicle- 
stimulating gonadotrophin on a commercial scale may be 
accelerated by application of his findings. Though these 
conclusions are hardly justified by the evidence, the facts 
are themselves interesting, and, if confirmed, should have 
wide application. It is, however, perhaps hardly practical 
to recommend the widespread adoption of ketogenic diets 
during the war. 


The new Fellows elected to the Royal Society include 
Patrick A. Buxton, director of the Department of Ento- 
mology, London School of Hygiene and Tropical Medi- 
cine; Ivan de Burgh Daly, professor of physiology, 
Edinburgh University ; A. J. Ewins, director of research, 
May and Baker, Ltd.; Arthur Felix, bacteriologist, Lister 
Institute ; Alexander Fleming, professor of bacteriology, 
St. Mary’s Hospital; G. A. R. Kon, research professor 
of chemistry, Royal Cancer Hospital; Wilder Penfield, 
director of the Montreal Neurological Institute; and 
S. Zuckerman, professor of anatomy, University of 
Birmingham. 


1 Schweiz. med. Wschr., 1942, 72, 541. 
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OUT-PATIENT ORGANIZATION 


A SUCCESSFUL APPOINTMENTS SYSTEM IN A 
FRACTURE CLINIC 


BY 


F. S. A. DORAN, M.A., M.B., B.Chir., F.R.C.S. 
Resident Casualty Officer, Manchester Royal Infirmary 


The hospital system of this country is undergoing a process of 
readjustment to enable it to provide a service to the com- 
munity which when judged by modern standards will be con- 
sidered efficient. At present several bodies are striving to 
become the dominant power in our hospital system. All those 
responsiBle for the direction of medical opinion should be 
aware that a system is only likely to succeed, and endure, in 
practice if it is based on conclusions drawn from the practical 
experience of the personnel concerned. 

The main object of the personnel of the hospitals must be 
to provide an efficient service. Howarth (1939) is correct in 
saying that “it has for a long time been a reproach that at the 
large London hospitals, in which very considerable numbers of 
out-patients are dealt with each day, the patients may have to 
wait, and indeed often do wait, many hours before their case 
is finally attended to.” This disregard of the length of time 
a hospital out-patient is kept waiting is based upon the opinion 
that those who cannot pay with money must do so with their 
time. This is a short-sighted policy: the majority of hospitals 
are to-day dependent to some degree on contributory schemes, 
personal donations of their patients, and the efforts of their 
almoners. 

Howarth described the wecetmnens system employed in the 
ear, nose, and throat department of St. Thomas’s Hospital. I 
understand that it worked satisfactorily before the war. Some- 
what similar systems have been attempted at University College 
Hospital, the Royal Hospital, Sheffield, and the Manchester 
Jewish Hospital. In this article I describe an efficient method 
of organizing out-patients. 


The Method Employed in the Fracture Clinic of 
Manchester Royal Infirmary 

Type of Material—The average number of fractures treated 
each year is about 2,500. The Table, which is constructed from 
the Infirmary Statistical Report for 1938, shows the number of 
fractures treated (2,573) and their types. In this clinic all 
fracture cases are treated as out-patients ; in-patients are dealt 
with in another clinic. The clinic is held each morning except 
Thursday and Sunday. New fractures admitted to the hospital 
during the morning are radiographed and seen with their films 
at the end of the clinic. Reductions are not performed until 
2 p.m. The majofity of fractures do not need reduction, and 
at present the patients are kept waiting through poor x-ray 
facilities and a shortage of nurses who can apply plasters. 
— are given appointments for all attendances after their 

st. 

The Basic Factor—The basic factor in this system, as well 
as in the other systems mentioned, is the number of patients 
that can be seen each hour by the medical staff concerned. 
The staff in this clinic is one surgeon. 

Size of the Appointments Groups.—The standard aimed at 
is to see each patient within half an hour of arrival ; therefore 
the clinic has been divided into half-hourly groups. The 
optimum size for each group was found to be fifteen, and the 
maximum number that could be seen in half an hour was 
twenty. The plastic quality provided by working at a rate well 
within the maximum is essential. It means that up to five unex- 
pected patients can be seen every half-hour without upsetting 
the system. A more exact and ambitious system is too brittle 
to survive in practice. Too much insistence cannot be placed 
on plasticity as the fundamental quality of success. The first 
appointment group is arranged for 9.15 a.m. and the others 
follow at half-hourly intervals. 


Method of Giving Appointments.—Of several methods only 
one was efficient. The clerk must visit each patient with the 
surgeon and give the appointment under his supervision. The 
time, day, and date must all be written on the patient’s appoint- 
ments card. The patients’ ingenuity destroyed all the other 
methods. Gaps will occur between the appointments groups, 


wasting the time of the whole staff (surgical, nursing, and 
massage), unless the rule of filling all the 9.15 appointments 
before any are given for the later groups is strictly kept. This 


Table showing Fracture Statistics ai 1938 (2,573 Cases) 


Scapula 
Body 8 
Neck 3 
Glenoid 4 
Acromion 5 
(6) External condyle 
(c) Internal epicondyle (not in joint) 
(d) Internal condyle 3 
3. Lower end: (a) Colles’ s 3D 
(6) Epiphyseal separation 80 
(c) Marginal or outer border 19 
(d) Styloid process 48 
Ulna: 
1. Upper end: a—~ 8 
2. Shaft 24 
3. Lower end 8 
Radius and Ulna: 
1. Greenstick Pe 132 
2. Complete : simple 24 
3. Monteggia 4 
. Scaphoid 54 
Carpal dislocations 3 
3. Other carpal injuries 17 


Metacarpals and Phalanges: 


2. Shaft : Simple 48 
Lower end: Malleolus 16 
(Post-marginal) 2 
(Ant.-marginal) 1 
Fibula 
1. Upper end 5 
2. Shafi 19 
3. Lower end (malleolus) 95 
Tibia and Fibula — 
Greenstick .. 6 
Ankle-joint: 
External rotation type 47 
Abduction type 8 
Adduction type 2 4 
Separation epiphysis 5 
Foot 
Dislocations 
Upper Limb: 
Elbow: (a) Complete (i. e., both bones) 
Interphalangeal Compound .. 4 


rule is waived only on the plea of serious transport difficulties—- 
i.e., a patient living more than thirty miles away may be given 
an appointment for 10.45 even though earlier times are unfilled. 

Documentation of Appointments.—A very simple method is 
employed. It is exactly the same as that used in a theatre 
booking-office. In the appointments book a large square 
divided into twenty small squares is provided for each group, 
and when an appointment is made one of the small squares 


TIME: 915 
X|X|X1X|X 


Diagram illustrating specimen from appointments book. 


The first row shows the method of recording appointments. 
The second row shows how they are cross-checked when 
correctly kept. The third row shows how they are converted 
into Ls if the patient is late. The fourth row shows how an E is 
put into one of the five blank squares if the patient attends 
without an appointment. 
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is crossed off. Usually only fifteen of the twenty small squares 
are crossed off in each group (see above). If the appointment 
is correctly kept it is cross-checked and the patient compli- 
mented. Any arrival more than half an hour after the 
appointed time is considered as late and the corresponding small 
square is marked L. Such patients must be reprimanded when 
necessary. Patients who arrive without an appointment for that 
date are recorded in one of the five blank squares—i.e., E 
(extra). The accompanying diagram shows a specimen from 
the appointments book. In a clinic of this type there is no 
need to record either the names or the serial numbers of the 
patients. It wastes both clerks and time. Graph I shows that 
the great majority of the patients attend regularly if not 
punctually. The more elaborate system of recording names and 
numbers, as in the St. Thomas’s method, is necessary, however, 
if the patients are to be followed up efficiently over a period 
of months after the conclusion of their active treatment. 


5100 
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GrapH I.—Relation of total appointments made to total 
appointments kept (irrespective of punctuality). 


Punctuality of Patients—Graph I demonstrates that on only 
five days out of forty-four did the percentage of appointments 
kept fall below 80%, and it never fell below 70%. Graph II 
demonstrates that, during fourteen days of testing, the number 
of appointments correctly kept was between 72% and 91%. 
Graph III shows in real numbers the close relation between 
the total number of appointments given and the total number 
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GraPH II.—Percentage of appointments correctly kept. 
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GrapPH III.—Relation of total appointments made to total 

attendances (from all sources) ‘n real numbers. 
of patients who attended. It shows how the number of patients 
who attend without appointments or on the wrong day almost 
exactly equals the number of appointments broken. Therefore 
the scheme as a whole is undisturbed. To check the patients’ 
punctuality the appointments card is placed on the top of the 
notes for inspection by the surgeon. 

Causes of Failure-—Nothing has been said on this subject in 
the descriptions of the schemes which I have examined. The 
problems that have presented themselves in this fracture clinic 
are grouped under five headings: 


1. No Appointment given to the Patient before leaving the Clinic.— 
Due to neglect on the part of the medical and nursing staff; the 
patients’ failing to call at the office to get an appointment on their 
way out; the office being shut (lunch-time, week-ends, and after 
5 p.m. daily). 


2. Appointments given, but the Patients Misunderstanding 
Instructions—Due to deafness and mental deficiency or losing their 
appointment card. 

3. The Wrong Appointment Time given by Careless Medical Staff 
or Unauthorized Persons (massage department, porters, women 
cleaners, other patients, and outside doctors). 

4. A Fresh Appointment not obtained at Each Attendance—This 
proved to be a real difficulty. The patients thought that once they 
had been given an appointment they were always to attend at that 
time on their subsequent visits. 

5. A correct appointment given, but the patient arriving more than 
half an hour late or attending on the wrong day. 


Local Facilities—~These vary considerably in each hospital, 
and it is therefore a waste of space to describe in detail the 
actual arrangements of this fracture clinic. 


Additional Problems 


New Patients—The method which has been described proves 
that old patients can be organized in a practicable appointments 
scheme. The inclusion of new patients in the scheme, an 
attentpt which Howarth (1939) did not make, might be achieved 
through the institution of an appointments office with a special 
telephone line and number which would be staffed by a clerk 
from 8 a.m. to 10 p.m.: this system has been put into practice 
by the Royal Sheffield Infirmary and Hospital and the Jessop 
Hospital for Women at Sheffield, and also by University 
College Hospital, London. (I have been unable to discover 
whether these schemes worked efficiently.) The following figures 
demonstrate that it is well worth while organizing the old 
patients alone, as in the last two years 70% of the attendances 
at the orthopaedic out-patient department of this hospital were 
those of old patients, and the chief clerk of the general office 
assures me that 50% of the attendances at the general surgical 
and medical out-patients clinics are also those of old patients. 
He showed me the figures for a representative month—i.e., 
November, 1941—to substantiate his statement. 

The Teaching of Students—The teaching of students must, 
as Howarth recognized, be carried out by a person not required 
for the routine work of the clinic. It is impossible to evolve an 
efficient system based on personnel that might take three- 
quarters of an hour’s teaching on one case and only five 
minutes on the next one. As urgent cases are not out-patients, 
the teaching material should be selected the previous week by 
those carrying out the routine work, and brought up at a pre- 
arranged time for the teacher to take his class. 


Conclusions 

It is a short-sighted hospital policy to sustain an inefficient 
and out-of-date system in regard to out-patients. 

An appointments scheme is practicable at least for old 
patients. 

The advantages of an efficient appointments system are 
obvious so far as the patients are concerned. They are also 
great for the medical personnel for the following reasons: 
(a) The reputation of the personnel of the hospital is increased 
by association with an efficient system. (b) It enables medical 
personnel ‘o know almost exactly at what time they will start 
and finish their work: this enables them to plan their other 
work accordingly. 

The punctuality, and the determination of the medical per- 
sonnel to succeed, are the corner-stones of the system. 

Any system which is to succeed in practice must be plastic 
enough to absorb the considerable irregularities imposed on it 
by human nature. 

Teaching must be performed by medical personnel not 
carrying out the routine work of the out-patients. 

A practical efficient hospital system will only be evolved 
through the efforts of the medical and administrative personnel 
of the hospitals concerned. 


I wish to thank Prof. H. Platt and Mr. R. L. Newell for their 
help in the preparation and presentation of this paper. 
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Reports of Societies 


WAR STRESS AND THE INCIDENCE OF NEUROSIS 


The seventh annual medical conference of the Ex-Service 
Welfare Society, which was held on March 11 under the 
chairmanship of Lord Horper, was attended by psychiatrists 
from all parts of the country and from the Services. The 
subject was “The Influence of War Stress on Neurosis and 
Psychosis in the Armed Forces, in Industry, and in the General 
Population.” Lord Horder testified to the valuable work of 
the Society in dealing with men suffering from neurasthenia 
and mental breakdown, and referred to the Society’s industrial 
centre at Leatherhead, where men were employed on a self- 
supporting basis. 

Lieut.-Col. T. TENNENT of St. Andrew’s Hospital, North- 
ampton, said his experience did not bear out the common 
opinion that the incidence of neurosis in the civil population 
had not increased under war conditions. To judge from the 
admissions to the hospital of which he had charge, there were 
three peaks of increase in 1940, coinciding with the collapse 
of France and Belgium, the beginning of intensified air raids 
on this country, and at a later period when severe damage was 
done in areas where these people lived, although they themselves 
escaped physical injury. His Service experience was limited to 
women suffering from psychotic illness, over 20% of whom 
had had a previous history of such illness. Psychotic illness 
was in some cases manifested when a girl failed to adapt 
herself to Service conditions. A rather different point of view 
was put forward by Surg. Capt. DESMOND CURRAN, who said 
that the thing which had struck him was the small number 
of people who broke down even under severe strain. At one 
naval hospital 85% of cases of anxiety states were returned 
to duty within a few months. Selection for the Navy was 
largely self-selection, and the major cause of breakdown was 
regimentation and the restrictions of Service life, actual war 
action playing only a secondary part. 


Fitting the Man to the Job 


Brigadier J. R. REEs said that in the Army a complete job 
analysis had been carried out with a view to adjusting the 
man to his specific task, and, although it was not perfect and 
was late in starting, it was working extremely satisfactorily, 
and men who had a neurotic tendency were able to give better 
service and to become less liable to breakdown. Many of 
these men were quite stable so long as they went on doing a 
job which they understood, but showed signs of breakdown 
when expected ‘to assimilate new ideas or to increase the tempo 
of their activities. In view of the amount of prophylaxis which 
was undertaken, he did not believe that the pensions problem, 
at the end of this war would be of anything like the dimensions 
of that at the end of the last ; so many men of inadequate 
personality would have been previously sorted out from the 
employment point of view. Some 80% of the men who broke 
down under the stress of war went back to duty after a very 
short time ; there remained the chronic neurotics, who would 
be a problem for Government agencies and voluntary societies 
after the war. 

For the Royal Air Force, Air Commodore BurTON said that 
the larger incidence of such breakdown as there was occurred 
among the ground staff rather than among the flying crews. 
His information was that the men were standing up in a 
remarkable way to the stress to which they were exposed 
without developing nervous illness—a tribute, of course, to the 
methods of selection employed, with the elimination of the 
substandard and the non-adaptable. Of those who did develop 
neurosis, many had it “ready-made,” so to speak, and the 
effect of service had little bearing on its origin. 


Prediction and Prevention 
A Canadian medical officer, Col. VAN NosTRAND, said that 
the fact that Canada had no conscription for oversea service 
altered the whole picture of the health of Canadian Forces in 
England. He also noted that such nervous illness as did occur 
was less marked during the “blitz” period than during the 
long monotonous lulls. 


7 


Dr. P. R. Botus (Ministry of Pensions) said that in 
persistent cases it was evidently the pre-war make-up which 
determined the neurosis. He thought that the influence of 
war was not of itself causative, and this was supported 
by the fact that during the last war the suicide rate fell 
appreciably, and his impression was that it had fallen also 
during the present war. Dr. the Hon. W. Mac ay considered 
that one of the difficulties of these cases was the provision of 
incentives and motives for getting well. He described the 
manner of handling discharged cases under the schemes of 
the Army and of the Ministry of Labour. 

Dr. J. H. MACDONALD said that the amount of neurosis was 
not anything like what had been expected. During air raids 
on Glasgow and Clydeside the reports showed almost an 
absence of civilian psychosis or neurosis. Lady BRISCOE also 
said that very few cases had occurred among the girls of the 
Land Army. Dr. C. P. BLACKER spoke of his interviews with 
a considerable number of medical officers of factories and 
their diverse opinions, as regards both present conditions and 
expectations as to what would happen on the transition from 
war to peace. They were unanimous, however, in the view 
that war industry was capable of assimilating quite a number 


of people who were in certain respects inadequate, but when : 


the transition began large numbers might be thrown out of 
employment and the problem would then assume formidable 
proportions. 

Anxiety States 

Col. A. A. W. Petrie said that war stress precipitated existing 
tendencies to neurosis and psychosis. The first obvious reaction 
in war was anxiety, and this largely followed upon family 
separation. Absence without leave was often traceable to the 
anxiety of the soldier concerning his home. The morale of 
the Army largely depended upon soldiers’ families, and over- 
anxious wives were sometimes the cause of anxiety states in 
their husbands: Another possible cause of neurosis was the 
sedentary routine to which many A.R.P. workers were con- 
demned. Trouble arose not only from the unwilling but from 
the over-willing, who suppressed details of their previous 
history, which would have debarred them from service or 
from certain service. He pleaded for rehabilitation centres 
under the Ministry of Health. 

Air Commodore R. D. GiLLespre spoke of the good effects 
of training, after which people did much better than, from 
their mentality. one would have expected. Dr. AUBREY LEWIS 
referred to the effect which a returned neurotic was likely to 
have upon his family, and urged that doctors and psychiatrists 
should have much more opportunity of advising with regard 
to the reintegration of people into social life. Surg. Cmdr. 
HENDERSON said that men suffering from these conditions should 
be neither returned to their unit nor discharged from the 
Services ; there was need for some clinic organization capable 


of dealing with them. A plea for a considerable extension 


of psychiatric work in general hospitals was made by 
Dr. SLATER, who said that many neurotics became worse after 
they returned to civil life because they were unable to get 
adequate treatment. 

At a dinner which concluded the conference Sir WALTER 
WomeRSLEY, Minister of Pensions, who was the chief guest, 
said that, while the Ministry. was ready to grant pensions to 
men whose mental state made them totally unfit for employ- 
ment, it was more concerned, in the men’s own interests, with 
the treatment and after-care of those who could be restored 
to health, wholly or partially, and placed in employment. 


ASTHMA IN CHILDHOOD 


At a meeting of the Section for the Study of Disease in Children 
of the Royal Society of Medicine on Nov. 27 the subject for 
discussion was “Asthma in Childhood.” It was opened by 
Sir ARTHUR HursT, whose address is printed in the opening 
pages of this week’s Journal. 


; The Management of the Child 
Dr. G. W. Bray said that there were three types of asthma 
in children: the hereditary type, developing usually between the 
third and fourth years ; the eczema prurigo-asthma syndrome, 
starting at about four months with eczema of the face ; and 
the lung damage type, to which last the sexes were about 


equally susceptible, but brown-eyed children were affected more 
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than blue-eyed. Usually adrenaline would relieve the acute 
attack. If from a careful history it was found that a child 
had an attack after eating a particular food, and the skin 
reaction also was significant, the particular protein should be 
removed from the diet or denatured by prolonged heat. The 
child should have his meals early in the day, his last meal 
several hours before retiring, and no food should be given at 
bedtime except possibly fruit juice. A glass of milk last thing 
at night was a cause of trouble. Cleaning of the child’s room 
should be done by vacuum, and the child should not wear 
woollen vests. _He had hardly ever seen a case sensitive to one 
allergen only. 

Mr. JaAMeEs Crooks spoke of the part played by naso- 
pharyngeal infection. He was of opinion that disease in the 
upper respiratory passages might lead to asthma without the 
intervention of a second factor. The effect of allergens on the 
nasal mucosa of a sensitive subject was to cause great swelling 
of the mucous membrane and a mucoid discharge. If the 
effect only occurred at intervals the mucosa returned to normal, 
but if it was prolonged the swelling persisted, the oedematous 
membrane participated in the allergic response, and blockage 
of the sinuses took place. Inflammation in the sinuses appeared 
to be an ideal starting-point for the establishment of high 
sensitivity, thus preparing the ground for asthma. Infection 
in the nose and throat was not often the main or primary cause 
of asthmatic symptoms, though it much aggravated the asthmatic 
condition. He had not found that surgical treatment of an 
infected focus in the nose and throat caused an increase of 
asthmatic symptoms, but it might be wise to avoid an operation 
in the height of the hay-fever season. He indicated certain 
local measures for the treatment of allergic rhinitis, including 
nasal sprays or drops, tampons, and, best of all, the displace- 
ment treatment introduced by Proetz. Zinc ionization for hay- 
fever was also mentioned. 


Simple Psychotherapy 


Dr. C. H. ROGERSON said that it was usual to find 
in a case in which a psychological basis was prominent 
that all physical measures had been taken before the 
patient was sent to the psychiatrist as’ the last resort. 
In a large majority of asthmatic cases the psychological treat- 
ment ought not to be given by a psychiatrist at all, but by 
the physician in charge. There was often an unusual quality in 
the relationship between the child and one or both parents 
in these cases. The asthmatic child tended to be a special 
personality, irritable and aggressive, with an intelligence above 
the average, also over-anxious and lacking self-confidence. An 
important connecting link between the psychological and the 
physical condition appeared to be tension. From a psycho- 
logical point of view the asthmatic stood tension very badly ; 
when free and relaxed he was able to resist far more harmful 
stimuli without developing an attack. Success in treatment 
might be due to the feeling of confidence which it gave. Very 
occasionally it might be necessary to remove the child from 
home permanently or, in a larger number of cases, for short 
periods. 

In a brief reply Sir ARTHUR Hurst said that he accepted 
the three aspects of asthma—the allergic, the nasal (which was 
largely reflex), and the psychological—but not one was effective 
without the asthmatic diathesis. The important thing in the 
management of the child was to encourage it to live a normal 
life ; nothing could be worse than for the child to be made 
to appear different from everybody else. 


Since 1941 over 36,250 children under 15 have been immunized 
against diphtheria in the county districts of Northamptonshire. 
During that time only one of those children contracted the disease, 
and the attack was not fatal. On the other hand, among some 
19,400 .children in the same county districts who had not been 
immunized, there were 101 cases of diphtheria and 15 deaths. Out 
of 8,000 children under 5 who had been protected there was not 
a single case of diphtheria; while among 9,200 children under 5 who 
had not been immunized there were 36 cages and 11 deaths. Of 
children under the age of 5 in the county districts of Northants, 
including Kettering borough, 46% have been immunized, and 74% 
of those between 5 and 15. The percentage for all ages up to 15 
is 65. The Ministry of Health’s campaign aims at securing the 


immunization of at least 75% of the child population of England 
and Wales. 


Correspondence 


Amnioplastin as Absorbable Tissue Isolator 


Sir,—When, early in 1940, Chao, Humphreys, and Penfield 
reported the results of experimental work with prepared 
amniotic membrane (Journal, 1940, 1, 517) it appeared that 
at long last a difficult surgical problem had been solved. A 
substance which, when interposed between a damaged structure 
and its surroundings, would absorb while the damaged structure 
was healing and so isolate it by preventing it from adhering 
to its surroundings had long been desired. So hopeful were 
the early reports of amnioplastin, as the Toronto workers 
called the prepared amnion, that in common with others I was 
not long im testing the claims made for it. 

On clinical grounds some success was secured which appeared 
to justify the publication of experience with it in the treatment 
of peripheral nerve injuries (Journal, 1941, 1, 587). In several 
cases, after freeing damaged and adherent nerves, early return 
of function followed its use, but such improvement may have 
been dependent upon factors other than the amnioplastin, and 
the following comment was made: “It remains for the future 
to determine whether the late results of these peripheral cases 
are equally good and for an opportunity to occur by which 
we may ascertain from the condition of the operation field 
whether neural isolation persists and whether the membrane 
is absorbed as completely in man as in experimental animals.” 

Such an opportunity has now occurred on two occasions, 
in each of which it has been possible to re-examine the opera- 
tion field, in the one case seven months, in the other five weeks, 
after the amnioplastin had been introduced. Both patients 
had gunshot injuries of the median nerve with adherent fusiform 
swelling of its trunk above the elbow, and because of failure 
to improve or obtain more than temporary relief from pain 
following amnioplastin isolation were reoperated upon, the 
neuromas being excised and end-to-end suture performed. In 
neither case was there any trace of the membrane to be seen, 
but in each dense adhesions were present between the nerve 
trunk and the surrounding tissues, from adhesion to which 
it had been hoped to isolate the nerve by the interposition of 
the membrane. The membrane had thus proved ineffective 
as an “isolator,” and these cases would appear to supply a 


.direct answer to the question raised in 1941 ; but further evidence 


is afforded by recent experimental work (Hicks, Trethewie, and 
William, Austral. New Zeal. J. Surg., 1942, 11, 268) which has 
also failed to verify the results claimed by the introducers 
of amnioplastin. 

Thus it would appear that the claims made for amnioplastin 
have not been substantiated, and the highly promising outlook 
created by the early reports must give place to disappointment. 
The satisfactory isolating substance which will prevent adhesion 
and later absorb so as to leave the damaged but healed structure 
free from its surroundings is still to be found. Search for it 
is very well worth while. When it is discovered it will be of 
inestimable value in surgical practice.—I am, etc., 

LAMBERT ROGERS. 


Tuberculosis in Wartime 


‘SirR,—The report on tuberculosis in wartime by the Medical 
Research Council’s Committee. reviewed in the Journal of 
Oct. 10, 1942 (p. 436), emphasizes the serious shortage of 
facilities for the in-patient treatment of pulmonary tuberculosis 
which exists in Great Britain to-day. The reasons for this 
shortage are ably analysed in the report, and suggestions are 
made which may in time, if implemented, go far to remedy 
an unhappy situation. None the less, consideration of the 
suggested methods of providing, equipping, and staffing more 
beds shows that during the war it may well be found to be 
a difficult and slow process. The need for more facilities, in 
fact, is likely to persist for some time. 

At present many patients, both from the civil population 
and from the Services, await sanatorium or hospital vacancies 
in their homes for periods which are quite frequently of several 
months’ duration. During this time they are rarely under 
adequate medical supervision, a considerable proportion dis- 
seminate infection, and their condition often deteriorates, with 
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the consequences that fresh cases are produced, individual 
prognosis becomes worse, and a longer period of in-patient 
treatment is subsequently required for efficient therapy. 

One method, not discussed in the report mentioned, whereby 
the available number of beds in special hospitals and sanatoria 
may in effect be increased lies in a greater use of active 
therapeutic measures. Thus, if within the various special 
institutions set aside for the treatment of this disease collapse 
therapy in all its forms were more extensively undertaken, it 
would be possible considerably to shorten the duration of the 
average period of in-patient treatment. For example, patients 
admitted with relatively early disease might, without undue 
delay, provided that medical contraindications did not exist, 
have artificial pneumothorax therapy started, and after a short 
period return to civil life, continuing to attend for supervision 
and refills at local hospitals or dispensaries where appropriate 
facilities existed. In this way the pressure upon the sanatoria 
would be to some extent relieved, and the work of managing 
these cases transferred in part to dispensaries, the out-patient 
departments of hospitals, and occasionally to specially qualified 
doctors, in all of which instances, as compared with sanatoria, 
the staff, and particularly the female staff, needed to handle 
these patients is proportionately much smaller. 

The combination of collapse therapy and sanatorium treatment 
is, of course, essential in many cases and is very desirable in 
still more. Until we can attain that ideal, however, it is better 
that selected patients should receive some therapy such as 
the above and the remainder in-patient treatment according 
to their needs than that all patients should remain virtually 
untreated for considerable periods in their own homes. Experi- 
ence has shown in the U.S.A. and elsewhere that collapse 
therapy in ambulant patients is practicable and satisfactory 
from the patient’s point of view and from that of public health. 
Accordingly, it is suggested that as a wartime emergency 
measure it might be used to a greater extent in this country 
until the shortage in sanatorium accommodation is made good. 
—I am, etc., 


W. D. W. Brooks. 


Bacteriophage Treatment of Bacillary Dysentery 


Sir,—Surg. Cmdr. D. C. Wilson (July 18, 1942, p. 81) makes 
certain remarks on my article (June 13, p. 719) which I trust 
I may be allowed to reply to. 

He makes the point that my figures deal only with death 
rates (which of course was all I set out to deal with) and not 
with duration of illness ; and on the strength of this he states 
that the aim of all three Services is “to return a fit patient to 
duty at the earliest possible moment.” Many Alexandrian 
onlookers, who sometimes see more of the game than the 
players, will be astonished at this gratuitous statement. Actu- 
ally my theme has always been: there is no need for other 
than a minimum of Service dysenteries ever reaching hospital. 
This latter occurs usually when they have passed to the stage 
named by me “ neglected dysentery ” (Journal, 1941, 2, 280), with 
resulting greater incapacity and need for longer sick and con- 
valescent leave than if their dysenteries had never been allowed 
to develop into full-blown attacks. Preventive development 
of dysentery from pre-dysentery phases like “ Gyppy tummy ” 
could, I feel every confidence in asserting from civil experi- 
ence, be easily achieved by making available adequate supplies 
of good phage preparations at all advanced Navy, Army, and 
Air Force units, for administration on the first appearance 
of intestinal upsets of a pre-dysentery character. Has 
Cmdr. Wilson not, in his own words, confirmed that 
“civilians in Alexandria are so ‘phage-minded’ that to 
my knowledge they treat themselves with bacteriophage on 
the slightest suspicion of ‘Gyppy tummy ’”? Therefore I think 
1 am in a position to set his mind at ease regarding “ duration 
of illness,” feeling sure that the adoption of a sound phage 
policy such as outlined could effect more in the way of improv- 
ing this aspect of the situation than whatever measures may 
hitherto have been at work. 

Cmdr. Wilson refers to a trial, in which he took part, 
of phage therapy in a small number of dysentery cases in an 
Alexandria Service hospital, from which he concludes that 
there was not enough “variation in hospital time” between 
the phage-treated and the control groups.“ to justify the con- 
tinuation of the bacteriophage treatment.” The inference here 
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is, of course, that phage did not live up to what was expected 
of it, and proved no better than ‘the then standard treat- 
ment of sodium sulphate and fluids.” The inference is mis- 
leading, in that the experiment, in my estimation, was doomed 
to failure from the start; and the description given of it 
deals with no more than the opening act—curtain raiser might 
be a juster term—since, Cmdr. Wilson will recall, the 
performance was stopped by superior military orders before 
it had got properly under way. This helps to explain the 
challenge-of my letter in the Journal, which challenge still 
remains open. 

Finally, Cmdr. Wilson reports that by the introduction 
of sulphaguanidine in the spring of 1941 a reduction in the 
duration of illness to 11 days from the onset was achieved, 
which result “ appeared to make the further trial of bacterio- 
phage superfluous.” I hope Cmdr. Wilson will forgive 
me disillusioning him, but the facts are that statistical 
analysis of the recent authoritative Army figures of Cols. 
N. Hamilton Fairley and J. S. K. Boyd (Lancet, 1942, 
1, 20) and of my own figures of 13 years ago (Lancet, 1929, 2, 
273) reveals that sulphaguanidine presents no advantage what- 
soever over phage in its rate of cure of the acute disease. 
Moreover, can the sulphonamides be administered with impunity 
to provide like “ preventive development” of full-blown dysen- 
tery that phage can? If so, why then as to-day’s “ favourite” 
are they not made available at once, and used, where they 
are most needed—the front line of all three fighting Services? — 
I am, etc., 


ARTHUR COMPTON. 
Director of Laboratory Service, Alexandria 
Municipality. 


Prescription of Lenses 


Sir,—The attention of the Council of British Ophthalmo- 
logists has been drawn to the difficulty which the Services 
and the Ministry of Health are experiencing in obtaining 
spectacle lenses to supply their urgent needs, and it has been 
suggested that the situation could be helped by a simplification 
of the prescriptions supplied by civilian ophthalmic surgeons. 
The Council has considered the question and makes the fol- 
lowing recommendations: 

1. That the prescribing of lens powers in steps less than 
0.25 D (which is to say, lens powers commonly referred to as 
“eighth sights’”—e.g., 0.87 D) be discontinued. 

2. That the prescribing of prisms be reduced to a minimum. 

3. That in the higher ranges, say above 4 dioptres, the pre- 
scribing of lens powers in steps less than 0.5 D be reduced to a 
minimum. 

The above recommendations were adopted by the Army some 
time ago, and the Council is assured that their wide adoption 
in civilian practice would materially aid the situation. — 
I am, etc., 


FRANK W. Law, 
Honorary Secretary, Council of British Ophthalmologists. 


London, W.1. 
Weil’s Disease 

Sir,—Dr. J. C. Broom’s letter (March 6, p. 300) deals 
adequately with points raised by Dr. K. Blum in a previous 
issue, but I feel that further comment may not be out of place. 

Just as poliomyelitis without or before the onset of paralysis 
is unlikely to be diagnosed except during an epidemic, so is 
Weil’s disease without jaundice unlikely to be recognized except 
under special circumstances, as when illness follows immersion 
in water known to be infected with the causative leptospira. 
Under these circumstances it is clear that there is little scope 
for serum therapy, which, to be effective, must be instituted 
before the onset of jaundice. On the other hand, Weil’s disease 
with jaundice presents a characteristic picture, so that diagnosis 
can usually be made on clinical grounds, serological investiga- 
tion later producing the necessary confirmation. There have 
already been several adequate descriptions of this clinical 
picture, but it may be of help to summarize the outstanding 
features on which diagnosis rests: (1) History of partial or 
complete immersion in water which may be contaminated with 
rat urine. (2) Sudden onset of illness, with shivering, vomiting, 
muscular pains, and persistent headache. (3) Onset of jaundice 
on or near the fifth day of the illness. (4) Polymorphonuclear 


leucocytosis ; this differentiates Weil’s disease from infective 
(5) Uraemia with low blood 


hepatitis (catarrhal jaundice). 
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pressure early ‘in the illness; the association of renal with 
hepatic damage renders Weil’s disease one of the few conditions 
in which intense jaundice is associated with a high blood urea. 

Since the outbreak of war I have seen many soldiers with 
jaundice, but in only one has the clinical picture suggested 


Weil’s disease. This case was so typical as to leave little room - 


for doubt, and serological investigation by Dr. Broom confirmed 
the diagnosis.—I am, etc., 
GEORGE DAVISON. 


Sir,—The diagnosis between Weil’s disease and infective 
hepatitis is often difficult, and it is true, as Dr. J. C. Broom 
points out (March 6, p. 300), that the leucocyte count may 
help in assessing the evidence. Probably consideration for 
space caused him to be rather more dogmatic than the facts 
warrant. Middleton and McFadzean (Glasg. med. J., 1938, 130, 
173) pointed out that in the leptospiral infection the alleged 
leucocytosis is inconstant in different patients, and in the same 
patient at different times. 

As an instance of the difficulties. may I quote the case of 
a farmer in this neighbourhood who, during an epidemic of 
infective hepatitis, died of leptospiral jaundice, the diagnosis 
being posthumously established serologically, although he had 
a leucopenia. Twelve months later his son on the same farm 
fell severely ill with jaundice from which he recovered, and 
which, in the absence of leucocytosis and with a negative 
result from his serum, one assumes to have been infective 
hepatitis—I am, etc.. 


Beaminster. R. E. Hore SIMPSON. 


Abortus Fever 


Sir,—The recent references to abortus fever have particularly 
interested me as I have within the last six months had two 
cases of Br. abortus infection in my private practice. The 
incidence of abortus fever, as Dr. J. Landess Horne (March 6, 
p. 299) remarks, is not only probably much higher than is 
generally believed but—and here is the important point—is 
almost certain to increase as a result of the policy of the 
Ministry of Agriculture of vaccinating non-pregnant cattle with 
living cultures of Br. abortus. Cattle so treated are given 
increased protection against the risk of abortion although at 
the same time their milk is rendered more dangerous for 
human consumption in the raw state. Apparently the Ministry 
of Agriculture is only concerned with the quantity and not 
with the quality of the milk produced, the latter -being the 
concern of the Ministry. of Food. 

That this anomalous position should exist is an example 
of departmentalism at its worst. The policy of the Ministry 
of Agriculture can be justified only by the Ministry of Food 
coming promptly into line and _ introducing compulsory 
pasteurization.—I am, etc., 


Birmingham. ALASDAIR Mcl. SMITH. 


The Outbreak of Small-pox in Swindon 


Sir,—With regard to the article by Dr. C. Killick Millard 
(March 6, p. 288) it might be of interest to state what happened 
in Swindon during a small outbreak of small-pox connected 
with the infected ship which produced the Glasgow cases. 


A child from the infected ship arrived in Swindon on June 1, 
1942. 
He was kept under daily supervision, developed small-pox on 
June 12, and was removed to hospital the same day. (Case 1.) A 
known contact of Case 1 developed mild small-pox on June 26, 
despite successful vaccination which was performed on June 14. 
(Case 2.) 

On June 26 I was asked to see a man who lived in the same street 
as Case 1, but who, even after the most exhaustive investigations, 
did not show any contact with the first case. He was suffering from 
severe small-pox and the rash was well out when I saw him. (Case 3.) 
This man had travelled about the town on June 24, visiting shops 
and a doctor’s surgery. He had also worked in a large factory five 
days before I saw him, when he must have been well in the incubation 
period of the disease. It would have been impossible to trace and 
supervise ali the contacts of this man, and so the following steps 
were taken: (a) All known contacts, direct and indirect, were kept 
under supervision and vaccinated. (b) As it was not known who 


else in the community had been contacts of this man, and as it 
seemed likely that further cases would occur following contact with 
him, all the public were considered as “ contacts,” and were 


His vaccination, performed on May 29, was unsuccessful. ° 


exhorted to be vaccinated. About 30,000 vaccinations were per- 
formed. There were no further cases. 

My experience of small-pox is limited, but when it was found 
that this disease could strike at a distance, I did not see what 
else I could do, except take every possible means at my 
command to combat the spread. Dr. Killick Millard himself 
suggests that aerial spread is possible. It seemed to me that 
one should supervise and vaccinate all known contacts, and 
also try to build up a cordon round the case. “ Mass vaccina- 
tion” in Swindon only commenced after the three cases had 
been in contact with many persons, and if vaccination of the 
contacts, known and unknown, was not the effective means 
of preventing the spread, I should like to know what was, 
unless—and here I make a suggestion with some diffidence— 
there are some outbreaks of small-pox which are self-limiting 
and die out of their own accord. 

Finally, after very serious consideration, I must say that 
given a similar, situation again I would feel obliged to act in 
the same way.—l am, etc., 

LLYWELYN ROBERTS, 


Medical Officer of Health, Borough 
of Swindon. 


Generalized Vaccinia and Vaccination 


Sir,—I was very interested in the article on generalized 
vaccinia by Dr. A. A. Jubb (Jan. 23, p. 91), and was not aware 
that it was of such rare occurrence. On Nov. 6 last year I did 
a primary vaccination on a soldier 18 years old which resulted 
in a normal vaccination. On Nov. 29 he reported sick on 
account of a rash, and on examination he was found to have a 
papular and vesicular rash on his neck, body, and limbs ; 
there were also vesicles on the soft palate and mucous mem- 
brane of the mouth. He stated that he had had the rash for 
three days and that he felt quite well apart from a certain 
amount of irritation. He was put to bed and observed for a 
week, and the vesicles gradually turned into pustules, which 
subsequently dried up and disappeared. He never felt ill at 
any time, and his temperature only once rose above normal. 
The picture resembled that of the illustration in Malcolm 
Morris’s Digeases of the Skin, 1903, except that the lesions 
were not so large. The case was seen by several medical 
officers, including two consultants, and none of them had seen 
a case before. 

In the last seven years some 20,000 vaccinations have been 
performed in this station, and with the exception of the case 
referred to above the results have been entirely free from any 
but the most trivial complications. The method adopted, which 
has produced from 90 to 99% successful results and which can 
be done at the rate of 500 to 600 per hour with a good team, 
is as follows. The arm is cleaned with spirit on cotton-wool 
and is not rubbed, as rubbing causes irritation of the skin and 
is liable to spread the vaccination. A domestic bodkin is dipped 
in the ampoule of lymph and with the thick end a thin line, 
about half an inch long, is painted on the upper deltoid. An 
ordinary sewing needle about two and a half inches long is then 
drawn through the lymph with a light stroke. The stroke 
should just leave a thin white line where the epithelium has 
been disturbed, and there should be no bleeding. A piece of 
elastoplast about the size of a postage stamp is then fixed over 
the vaccination, and is left on until it drops off. The bodkin 
is sterilized by flaming before commencing and the needle is 
passed through the flame between each vaccination. There is 
no necessity to wait for the spirit to dry before applying the 
lymph, and the plaster can be fixed to the arm before the lymph 
has dried, thereby saving much time.—I am, etc., 

C. SCAIFE. 


Home Forces. Lieut.-Col., R.P. (emp. Major, R.A.M.C.). 


Subclinical Vitamin A Deficiency 


Sir,—If I do not waste too much of your valuable space, 
may I be permitted to make a few comments in connexion 
with the article by Major R. E. Wright (Dec. 19, 1942, p. 723). 

The cutaneous manifestations of vitamin A deficiencies are 
well-known alterations of the skin, and there js no need to 
enter into further discussion. There appears to be, however, 
a good deal of controversy as to what constitutes a subclinical 
vitamin A deficiency, or, as I have referred to this syndrome, 
hypovitaminosis A (Chin. med. J., 1936, 50, 945), and what 
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is the associated earliest sign. Referring briefly, “ the earliest 
and most common sign, the smokiness of the conjunctiva,” is 
emphasized by Wright. I would like to remark that in our 
cases observed we were unable to make a similar statement. 
Moreover, in a series of cases followed up for a long period 
(six to eight months), “none developed xerophthalmia, 
keratomalacia, or pigmentation of the conjunctiva.” On the 
other hand, a slate-coloured, dry, easily scaly integument was 
almost a uniform stigma. It should undoubtedly be considered 
that deficient intake or utilization of vitamin A does not follow 
a strict pattern in its clinical manifestations, more especially 
in relation to ocular symptoms.—I am, etc., 
FREDERICK REISS, 
Department of Dermatology, Society of 
the New York Hospital. 
War Neuroses 

Sir,—I have read with much pleasure the letter by Sir Arthur 
Hurst (March 6, p. 299), especially as I had the privilege through 
the hospitality of Sir Arthur and Lady Hurst to spend a few 
days at the Seale Hayne Military Hospital in the war of 1914-18. 
There I was gréatly impressed by the rapid cures obtained in 
many of the functional nervous disorders by simple psycho- 
therapy in the form of explanation, persuasion, and re-education. 
At the present time there seems to be’a tendency to the revival 


of psycho-analysis, but I trust that those who practise such: 


analysis will keep alive to the dangers of over self-inspection 
and of living in the world of feelings and fancies. We may 
admit that the study of the instincts and their unconscious role 
is necessary and valuable, but we must not forget to emphasize 
the importance of the education of the will in the conscious life. 

Meanwhile, I wish to congratulate Sir Arthur Hurst on his 
able investigations extending over many years in the causes 
and treatment of the neuroses, both those occurring in civilians 
and in those who have been exposed to the perils of this 
agonizing war.—I am, etc., 

Chinley. JuDSON S. Bury. 
Surgery of Tendons 

Sir,—On reading over your interesting annotation (March 13, 
p. 325) I was 'surprised to notice your statement that “ very 
satisfactory results follow the repair of most tendons.” After 
the extensive experience in traumatic surgery which I have had 
in Stoke-on-Trent for the last eleven years, I should be inclined 
to say the exact opposite. I seldom obtain a perfect result after 
the suture of a divided tendon, whether primary or secondary. 
Bad results are common after suture of both flexors and ex- 
tensors, though, admittedly, they are worse in the case of the 
former. In the case of the latter,.although good union can 
be obtained, this is almost always accompanied by shortening, 
causing permanent limitation of flexion. 

I should like to make it clear that I am not speaking of the 
results obtained by house-surgeons, but of those obtained by 
myself after the most careful suture under what I believe to be 
the best conditions. 
results obtained by house-surgeons, but of those obtained by 
ence of tendon suture.—I am, etc., 


Stoke-on-Trent. PAUL BERNARD ROTH. 


Coarctation 

Sir,—I was interested in Dr. C. W. Walker’s account (Feb. 13, 
p. 190) of labour in a case of congenital coarctation of the 
aorta in a woman of 31, but would like to know a little 
more definitely on what he bases his diagnosis of coarctation. 
He merely states that “she was diagnosed at the age of 20 
as a case of congenital coarctation.” If coarctation is con- 
genital the child usually dies at or soon after birth ; if acquired 
it is due to infiltration into the vessel wall of ductus arteriosus 
fibres. This case, if really one of coarctation, may have been 
either, as the girl apparently enjoyed good health till the age 
of 8. If it was congenital she ought to have shown some signs 
and symptoms before that age, and if it was acquired she would 
have to have an enormous and extensive scheme of collateral 
circulation to supply the aorta with blood beyond the constric- 
tion, via a network including the internal mammary, posterior 
intercostal, phrenic, superior and inferior epigastric, inferior 
thyroid, posterior intercostal, transverse cervical, and other 
' arteries. It would be interesting to know how all this could 
be ascertained without a necropsy, happily not needed in this 
case. 


. and, of course, persists. 


I should very much like to know what 


The ductus arteriosus in foetal life connects’ the descending 
aortic arch with the left pulmonary artery, and acts as a blood 
carrier between the two. After birth it should become 
obliterated, and is called the ligamentum arteriosum. The left 
subclavian artery comes off the aorta lower down the vessel, 
The short space between these two 
is slightly narrowed, and is called the “isthmus,” and it is 
in this space that the rare stenotic condition known as “ coarcta- 
tion” is met with. In support of the diagnosis we have given 
us in the article that: (1) she had fainting fits at and from 
the age of 8; (2) she was incapable of exertion; and the 
following at the age of 31: (3) the heart was very much 
enlarged to the left ; (4) a harsh systolic murmur in 2nd and 
3rd intercostal spaces; (5) the blood pressure was 210/100; 
(6) marked arterial pulsation noted above the clavicles. Of 
these one would say that (4) is the only item in favour of the 
diagnosis. Common sense would seem to dictate that the blood 
pressure distal to the constriction would be low, whereas a 
hyperpiesis is present. As to (6), I have more than once noted 
largish pulsating lumps in the supraclavicular areas of hyper- 
Pietics, generally on the right side, due to the raising of the 
aortic arch in this condition. 

It would be interesting if Dr. Walker could allow himself 
time to elucidate further the evidence on which he erects so 
rare and formidable a superstructure as “ coarctation.”— 
I am, etc., 


Stowmarket. H. S. GASKELL. 


Sterilization of Dry Powders 

Sir,—In recent numbers of the Journal which have reached 
this country I notice there has been some considerable cor- 
respondence upon the most satisfactory method of sterilizing 
such powders as sulphathiazole for use in controlling or pre- 
venting sepsis in surgical wounds. It appears to be generally 
admitted that moist heat solidifies these powders and renders 
them unfit for insufflation into a wound. During the last year 
I have made a practice of powdering each of my thoracoplasty 
wounds with 5 grammes of sulphathiazole, which is spread 
liberally over all the exposed tissues before suture of the wound 
is undertaken. 

The sulphathiazole is weighed out into small glass bottles, 
which are closed with metal screw caps. Each of these screw 
caps is lined with a ciicle of waxed paper, which fits tightly 
over the mouth of the bottle and efficiently prevents the 
entrance of steam. The bottles are sterilized in a steam dis- 
infector at a temperature of about 245° F. for one hour. 
During the last year the 85 consecutive thoracoplasty opera- 
tions in which this technique was employed all healed by 
primary intention, there being no secondary infection in any 
wound with the exception of one case, where one skin stitch 
had to be removed on about the fourth day because of a little 
stickiness. 

Before sulphathiazole was used approximately 8% of wounds 
showed gross infection, while another 15% showed some 
measure of minor infection requiring the removal of one or 
more stitches and the use of antiseptic dressings. It would 
appear that the method of sterilizing outlined above is entirely 
satisfactory for sulphathiazole, but I am not prepared to speak 
for the other drugs of the series, as I have not so far used 
any of them in this manner.—I am, etc., 

RicHarD A. S. Cory, 


King George V Jubilee Memorial Senior rman Officer. 


anatorium, Jamaica. 


Histamine and Insulin in Erythematous Eczema 

Sir,—A woman aged 42 has been under my care suffering 
from melancholia, for which she has been treated with sub- 
cutaneous injections of histamine 1 mg. and insulin 5 units 
three times weekly for several months. She also suffered from 
erythematous eczema for more than ten years, her face, neck, 
forearms, and hands becoming red, swollen, and -oedematous. 
From time to time cracks and fissures appeared on her mouth, 
neck, wrists, and fingers, and much care was necessary to pro- 
mote their healing. During all these years she was never quite 
free from this condition ; her life was a burden to herself and 
her appearance repulsive to others. Since histamine produces 
dilatation of the cutaneous blood vessels, and particularly those 
of the face and hands, each injection caused a temporary 
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increase in the blood supply to the affected areas, and after a 
few weeks’ treatment they began to improve. In three months 
the patient was clear of eczema, but the injections were con- 
tinued for psychiatric reasons for another nine months before 
they were gradually discontinued. Since then any tendency 
towards recrudescence of the cutaneous lesion has been con- 
trolled by a short course of injections. Unfortunately, histamine 
produces constitutional effects which make it advisable to keep 
the patient under supervision for three-quarters of an hour 
after each injection. Nevertheless, eczema may be so intract- 
able and intolerable that this rather difficult and prolonged 
method of treatment may be justified in special cases.—I 
am, etc., 
Crowthorne, Berks. JOHN STUART KNox. 


Freedom to Practise 


$ir,—Dr. Lindsey Batten’s outspoken letter (March 13, p. 328) 
was much needed. There must be many who share his views 
but who keep silence from dislike of controversy. This is 
perhaps not surprising in view of the intolerant attitude adopted 
by the supporters of a complete State Medical Service towards 
any criticism. To be unwilling to swallow the scheme entire 
is regarded as opposing “ social security ” and to be “ mentally 
if not physically dead.” However, having become inured to 
such retorts, I would suggest that if Dr. Batten’s admirable 
plea is not supported by those who agree with him there is 
a real danger of judgment going by default. I was recently at 
a meeting of non-medical “ planners,” and was appalled at 
the fate they were preparing for us. They were, for example, 
anxious to limit our right to practise to “licensed premises ”— 
ie., health centres. To resent this limitation is not to deny that 
such centres can have a useful function. But some patients 
still belong to the tribe of Nicodemus and prefer to seek counsel 
and healing in secret. To prevent their obtaining this from 
a qualified doctor simply plays into the hands of the quack. 
I once heard Mr. Bernard Shaw lecture on the advantages 
of not being on the Medical Register, to which it seems likely 
that he may be able to add a convincing addendum. 

If we allow the organization of the profession to pass out 
of our hands we shall meet with short shrift from such planners. 
But even a medical hierarchy has its dangers, as you, Sir, have 
pointed out. Any extension of the rule against publication of 
a paper without permission of the officer in control of the 
service, which is already widely enforced, may be as disastrous 
to medical progress here as it has proved to be in Germany. 
Already some of my younger “Leftish” friends have been 
considerably disillusioned by autocratic medical superintendents. 
‘I quite realize the attraction of a pensionable service in these 
days of excessive taxation and low-rate of interest, because it 
is unlikely that doctors in the future will be able to save as 
much for their old age as a pension would yield. That changes 
are called for and are indeed inevitable is clear, but it is 
doubtful whether making us all civil servants will remedy 
all the defects in the present system, many of which are inherent 
in human nature. Gradual evolution is better than revolutionary 
changes in a profession which has been steadily advancing. 
Indeed, some changes must be gradual; thus I am told there 
is a serious and increasing shortage in the supply of dentists. 
Yet the planners call for an immediate extension of dental 
service. Do they realize it takes four years to train a dentist? 

I wonder what sort of man will be attracted to the medical 


- profession if and when it is cabined and confined in the ways 


suggested. In the long run a country gets the doctors it deserves. 
Having enjoyed the inestimable privilege of practising medicine 
under freer conditions, I do hope my successors will think not 
once but many times before selling their birthright for what 
may well prove to be a veritable mess of pottage.—I am, etc., 


London, W.1. W. LANGDON-BRowN. 


Sir,—Writing, as I am, from a sick-bed, one seems to have 
a longer vision, and so I feel constrained to write a few lines 
once again upon this important subject. Every one of us must 
sympathize with all my friend, Dr. Lindsey W. Batten, said in 
his letter (March 13, p. 328). But we have to prepare for a 


future that we hope will be happier and better than the past, 
and think not in terms of the doctor but in those of the com- 
munity. It is stated with authority that 95% of the public after 
the war will earn incomes that cannot prévide adequately for 


private practice fees, with all its modern accessories, and they 
must be catered for under some such scheme as the Beveridge 
plan suggests. Well, why shouldn’t they, and yet all the 
amenities Dr. Batten mentions be retained? 

Certain provisos seem to be imperative. First, that the 
entire profession should place itself under the B.M.A. so that 
we can speak with one voice. Secondly, that the control of 
the medical side of the scheme shall be under medical and not 
lay supervision, while recognizing that, being a Government 
scheme, some control of the financial side by them is unavoid- 
able. Thirdly, that the insurance is of such a nature that plenty 
of funds are available for adequate remuneration, instead of 
the huge profits being converted to the friendly societies, as 
at present in the panel system. Fourthly, that no obstacles 
shall be put in the way of ordinary practice being carried on 
for the 5% remainder of the population. Fifthly, that the 
salaries shall be adequate and in relation to each doctor’s 
experience, qualifications, and standing. 

In this way there is no reason why we should not retain our 
own patients, have complete freedom in our work, and we 
would also have access to all modern improvements, and have 
more freedom for study and recreation. thus becoming better 
doctors. For the sake of brevity I am leaving out all details 
which are controversial. Given good will on the part of 
Parliament, the public, and the profession, which last should, 
as I have pointed out in a previous letter, contain only the 
right type of man, some such scheme can and must be made 
workable if the public are all to get the full benefits of modern 
medicine.—I am, etc., 

Hampstead, N.W. HAROLD VAN PRAAGH. 


Scientific Freedom and Social Medicine 


Sir,—Dr. Geoffrey Bourne (Feb. 20, p. 331) has put forward 
with vigour some of the pitfalls surrounding State Medical 
Service in so far as its contact with hospitals is concerned. 
Equally important are problems arising out of State control 
of the general practitioner, for it is clear that either a salaried 
service or extension of the panel system will engulf him in 
some system of control. ° 

Within the past few years I have been told by three con- 
sultants, each from different London teaching hospitals, that 
the standard of the general practitioner in Britain to-day is 
extraordinarily high. It is my belief that this high standard 
is due to the sense of responsibility which his complete profes- 
sional freedom enjoins upon him. To those who think that 
the absence of competition which a salaried service involves 
would tend to lower our standard, one may point to the 
modern tendency toward the union of practices into “ firms,” 
which removes the competitive element; yet the standard of 
such “ firms” is, by common consent, above rather than below 
the average. Indeed, I would go so far as to say that com- 
petition is actually harmful in that it absorbs energy which 
could and should be more usefully spent. 

If control there has to be, let those in control be not medical 
politicians but practical medical men answerable to the profes- 
sion and to public opinion rather than to a Minister of State 
and Government Department. If the choice before the profes- 
sion lies between a salaried service and extension of the panel 
system, I feel that the selection should be made by those 
who are coming rather than by we who are going. For my 
part, as one of the older men, so far from “ preparing to sell 
the pass,” as one of your correspondents expressed it, I can 
only say that the prospects of a salary, a pension, and a 
holiday with pay sound too good to be true. 

If the medical provisions of the Beveridge report are to 
become a reality it is clear that the public are to receive 
not less but more medical attention than heretofore. On the 
other hand, it would seem certain that after this war the 
public will have less rather than more to spend upon doctors. 
I have long felt that much of the doctor’s time is taken up 
in work which could as well be done by a more highly qualified 
nurse than exists to-day. I would suggest that if a higher 
diploma were instituted for nurses, including a primary examina- 
tion in chemistry, physiology, and anatomy, conferring on 
the so qualified nurse a greater measure of responsibility and 
proportionately higher emoluments, then by this expedient a 
fuller use could be made of the doctor’s time. Without 
entering into detail it is clear that the practice of such nurses 
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could be ancillary to and co-operative with the practice of the 
doctor, who would then be freed to give his entire time to 
the more highly skilled work for which his long training has 
fitted him. By thus economizing the time of the doctor the 
increased medical facilities envisaged in the Beveridge report 
might be brought nearer to attainment without adding so much 
to the financial burden of the public.—I am, etc., 
Rye. MaRTIN BUTTON. 


Sir,—We have read with great interest and approval the 
article by Dr. Geoffrey Bourne. We have now had considerabie 
experience, in the shape of Service medicine, of an autocratic 
medical system such as he describes. We agree that reorganiza- 
tion of the present medical system is essential in order that 
it may cope adequately with the increasing complexity of 
modern problems, but we feel most strongly that such reorganiza- 

“tion ought to take place in accordance with the democratic 
principles so well outlined by Dr. Bourne.—We are, etc., 
C. J. ROOKE, 
G. H. DaGLisu, 


J. H. GRAVES, 
Surg. Lieuts., R.N.V.R. 


The B.M.A. and the Beveridge Report 


Sir,—The proposals of the Beveridge report on medical 
services “is the ideal plan” (para. 437), but as an ideal plan 
needs ideal patients, doctors, and administration Sir William 
wisely says later in the same paragraph that “these proposals 
are provisional only.” To write, as some of your correspondents 
do, as if the medical provisions of the Beveridge plan are sacro- 
sanct is to fall into the errors of the supporters of the “ idealist 
League of Nations (of which I was one), which landed us in 
this present chaos. The report clearly realizes that patients are 
not yet ideal and suggests various checks cn their ideal freedom. 
Health administration shows no sign of becoming ideal, or the 
Minister of Health—to take one instance—would be regarded 
as the natural champion of the rights and facilities of doctors 
instead of, as at present, more like their taskmaster because he 
is also their paymaster. Doctors cannot claim to be ideal 
either, and so most of the~\ wotk better in an atmosphere of 
freedom instead of regulatioi:-s. 

It should surely be the business of the special Beveridge 
conference on March 31 to emphasize that great modifications 
of the ideal plan are necessary if it is to function satisfactorily 
in this imperfect world. Many points may be raised, but at 
least let us be practical and not carried away by a desire for 
doctrinaire consistency. And may I suggest that your numerous 
correspondents who seek to condemn the retention of private 
practice because it will “divide the loyalties” of doctors are 
really running away from life? Every doctor has multiple 
loyalties—to his patients, his profession, his family, his own 
health, and many others. Until a doctor has learned to put 
his patients first and to get the rest of his responsibilities into 
some sort of control he is not really fitted to advise his patients, 
who are little less distracted. To say that a doctor should only 
have one class of patient is a sad (and false) slur on the pro- 
fession, for, in fact, panel patients are usually best treated by 
those doctors who have sufficient private patients to give them 
that sense of freedom without which their best work will never 
be done. And patients wish to be “ private patients ” mainly 
because they wish to be free of regulations too. Those who 
wish for State medicine can get it at the price of freedom or 
regimentation, but there is every reason why as many as possible 
should be encouraged to keep what freedom they have got.— 
I am, etc., 

Winsford, Cheshire. 


Sir,—Dr. J. Shackleton Bailey (Feb. 27, p. 266) asks, “ If the 
whole resources of modern medicine are at the disposal of 
every man, woman, and child in the country, what else will the 
medical profession have to offer anyone at any price? ” and then 
suggests that proviso (b) hangs on that question. Surely Dr. 
Shackleton Bailey confuses a standard of medical service with 
a standard of medical practice. To take a simple example, let 
us consider the case of a mother who wishes to have her child 
immunized against diphtheria. The child is immunized while 
otherwise in good health ; therefore there is no reason why it 
should not be taken to the doctor’s surgery. On the other 


W. N. LEAK. 


hand, the mother may prefer to have the child immunized at 
home. Is the mother to be compelled to take the child to the 
doctor’s surgery if she is willing to pay to have her child 
treated at home? Parallel instances of one standard of service 
with varying standards of practice could be multiplied a 
thousandfold. 

Irrespective of the standard of service the standard of practice 
must be determined by the remuneration of the doctor. If the 
experience of the scale of remuneration under the Maternity 
Service (Scotland) Act, 1937, can be taken as a guide, the 
standard of practice in the future will not be comparable with 
the highest standard existing to-day. 1 would suggest that 
proviso (b) gives scope for a varying standard of practice 
without in any way necessitating varying standards of service, 
I would further suggest that the existing demand for varying 
standards of practice will not be eliminated by a_ national 
medical service.—I am, etc., 

Milngavie. DoNnaLD MacDOoNnaLp. 


Consultation between Government and Profession 


Sir,—I have read with alarm amounting to consternation the 
letter on this subject from the Secretary of the Ministry of 
Health (March 20, p. 359). At the moment I am not concerned 
with the merits or demerits of a State Medical Service: that 
is a matter which must be decided by earnest and unbiased 
consultation between the profession and the Government and, 
I hope, representatives of the sick public. But I am concerned 
with the form of attack with which the liberty of the public 
and the profession has been assailed. For lack of a better 
expression it might be called “ psychological infiltration,” of 
which tactics I thought until to-day that Goebbels was the 
acknowledged master. 

The sentence to which I take the greatest exception in the 
letter is: “I need not tell you that the establishment of a 
health service on the lines envisaged by the Government would 
constitute the greatest single step forward in public health in 
the history of this country,” etc. By this sentence the Ministry 
has committed itself to a view and has endeavoured to “ force” 
its view on the public by blandly presenting as an axiom, 
and therefore not open to argument, what is indeed only a 
hypothesis ; and it has presented this—the whole crux of the 
matter—as an assumed fact without one iota of evidence having 
been taken on the subject. This sentence should have read: 
“IT need not tell you that the establishment of a health service 
on the lines envisaged by the Government might constitute the 
greatest single step forward, or backward, in public health in 
the history of this country.” The problem for investigation 
would then have become clear, as in fairness to the public 
it should be made clear. - 

If we are to arrive at the truth we must have facts; and 
no preconceived ideas or theories must be allowed to interfere 
with a diligent search for all the evidence of fact. The first 
question to settle, then, is: Would the population of Great 
Britain get better treatment through a State Medical Service 
than it could get without it? Many of those who, like myself, 
have studied on the spot problems of health in many countries 
will agree that the average man gets better medical and surgical 
treatment in this country than anywhere else in the world. That 
does not mean that a far better medical service than the present 
one might not be envisaged ; but at least we already have one 
of the best if not the best. Until the problem has been settled 
by a study of facts no attempt should be made to discuss ways 
and means. The principle having been established it would 
become our duty to implement it; but our first duty is to 
establish the principle—I am, etc., 

London, W.1. 


H. E. GriFFITHs. 


Future of Women in Medicine 

Sir,—Young medical men and women students have much to 
gain by working together. War conditions have forced men 
and women to work together in the Services, in the factories, 
and in business and professional life as never before in the 
history of the British people. By so doing they are learning a 
new comradeship and a fresh appreciation of each other’s 
points of view. It is a vast experiment, and as in all times of 
high testing some of the weaker ones will fall. It is curious 


that Dr. Calder (March 13, p. 329) should at this time feel so 
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strongly that medical men and women students should be strictly 
segregated. She seems sadly out of date in her views. Fifty 
years ago, when women had to fight pugnaciously for admission 
to the medical schools, they had to wear a masculine aggressive 
air or they would never have achieved recognition. They still 
must struggle hard to deserve important positions and high 
appointments, and so far with many notable exceptions they 
have not done so. 

When women do specialize more and take the trouble to work 
for higher qualifications, 1 feel sure that, by common accord 
of men and women, medical work for which by virtue of their 
being women they are best fitted will be open to their par- 
ticular talents. It is not by any means accepted “ that women 
are the best people to administer to women and children.” 
Children happen to be born both male and female in about 
equal proportions. It is true that some unsuitable women 
become medical students, but that applies equally to men, and 
both tend to be weeded out by the rigours of the long course 
of training. 

Dr. Calder’s objection to the teaching of birth control seems 
irrelevant to the main subject of her letter. She must look at 
past and prevailing social and economic conditions in order to 
discover the causes of the declining birth rate. If she knew 
anything about the work of birth control clinics she would 
appreciate that the reason for their establishment is to ennoble 
motherhood, not to degrade it. There is nothing dignified in 
a diseased woman bringing a sickly child into a poverty-stricken 
household. Dr. Calder would also discover at the clinic, if she 
could bring herself to enter the portals of such a woeful place, 
that there are a great many women to-day of child-bearing age 
who are longing for children, and who are, for reasons little 
understood or studied, apparently unfertile. Birth control clinics 
throughout the country have considerable evidence of this. 
Gloomy prophecy of racial extinction need not cause alarm and 
despondency if thoughtful men and women worked together to 
create a better world for the young people of the future.— 
Lami, ete:, 


Newcastle-upon-Tyne. DoROTHEA W. SINTON. 


Sir.—I cannot let Dr. Jane Scott Calder’s letter (March 13, 
p. 329) go by unchallenged. Fortunately, I do not believe 


there are many medical women or men who share her views. ° 


The only point on which I agree with her is that men and 
women are not identical. I would add that they are comple- 
mentary to each other, and their work should also be comple- 
mentary. To achieve this ideal the more men and women work 
together from their training onwards the better. 

For my own part I was trained in a women’s medical school, 
and at that time it probably offered the best all-round training 
in medicine for a woman, but I welcome the possibility of 
women being admitted to other medical schools previously open 
exclusively to men. It is more than a courteous gesture of 
recognition and encouragement; it is necessary progression. 
Since qualifying I have worked continuously with men doing 
similar work under the same conditions. I have found it stimu- 
lating and enjoyable. I have rarely found it necessary to fight 
for my rights as a woman, certainly not in the last ten years. 
I have learnt much from my male colleagues, and I hope I 
have had something to give in return. 

I trust no one will ever seriously consider suggesting that 
medical women should revert to such a narrow-minded medieval 
status as that mapped out by Dr. Scott Calder. That women, 
in contradistinction to men, should adopt a uniform policy 
on such a subject as birth control seems to me to be ludicrous. 
Surely it is a subject of equal importance and interest to men 
as to women, and our policy must be that of the combined 
profession. Let us discuss these problems together, not from 
opposite camps.—I am, etc., 


Leicester. JOAN WALKER. 


Sir,—The principles suggested in Dr. Jane Calder’s letter for 
the future of women in medicine seem rather retrogressive in 
character, perhaps good for Dr. Garrett Anderson’s day but 
not for 1943, when the realities of the profession as a whole 
are much more complicated. Were her salient “points” 
adopted we should “evermore come out by that same docr 
wherein we went.” In fact I think we would gradually be 
A woman doctor should simpiy 


ejected by the back door. 


walk forward hand in hand with her male colleagues, and 
her footsteps should be felt and not much heard. The fact 
that they are sometimes noisy and subversive is due to the 
admitted survival of the feminist type among us, and it is 
an acknowledged fact that this type is generally a product 
of the non-coeducational schools. 

Women doctors do not need to “pine after the privileges 
of men”; they have them all, except, perhaps, adequate repre- 
sentation on important committees, and this is a difficult 
problem. The medical woman who gets to committee status 
is too often, unfortunately, the wrong type. She is generally 
a feminist who has concentrated solely on her own life and 
work and progress, and not on the world beyond—a bad mixer 
and diplomatist, not persona grata to her male committee 
colleagues, and thus not useful. 

I do not ask space to challenge Dr. Calder’s various sugges- 
tions, because other readers must, I am sure, be disposing of 
them in this correspondence. 

The fault of 50% of medical women lies in that they 
allow themselves to become totally absorbed in the materialism 
of the job of being a doctor. They become introspective and 
introverted in outlook by their sheer enthusiasm. We should 
all make time to throw off the: trammels of the medical mind 
occasionally—to go into the world beyond and experience re- 
laxation and enjoyment. By so doing one understands one’s 
patients—their psychological and physical reactions, and, above 
all, their point of view. The present medical education of 
women is all right, but it is within herself to become a good 
doctor.—I am, etc., 


London, W.1. LILIAN Murray. 


Absenteeism in Industry 


Sir,—As a general practitioner who, until the appointment 
of a whole-time medical officer, was part-time medical officer 
at a large factory may I endorse Dr. A. G. Eddison’s plea 
(March 6, p. 303) for a schedule of terms to be used on 
certificates: in particular, one for that group of patients—and 
one is seeing an increasing number—where the trouble is due 
to prolonged periods of long hours of work often in artificial 
light, difficult transport to and from work, little or no chance 
of mental and physical recreation, and possibly domestic 
difficulties due to both husband and wife being in employment. 
These patients are not suffering from organic disease, and it 
is difficult to label them concisely on the usual certificate form 
without using terms such as “nervous debility.” A letter to 
the industrial medical officer would no doubt solve the problem, 
but, unfortunately, we have little time to write letters nowadays. 

Another type that is a difficult problem for the G.P. is the 
“round peg in the square hole *—the man or woman who for 
some reason cannot cope with the work that he or she is given. 
Unless some adjustment is made they will inevitably become 
absentees on some pretext or other. Here I am sure co-operation 
between G.P. and the industrial medical officer is essential, but 
this must be backed by sympathetic understanding on the part 
of the management. Certification is undoubtedly a major 
problem in general practice to-day, and I am sure that a 
schedule of terms would strengthen the hand of the G.P. and 
ease the difficulties of the industrial medical officer—I am, etc., 

G. THOMPSON. 


Sir,—Absenteeism is certainly a problem, as all will agree. 
But quite apart from the ambiguous certificates to which 
Dr. A. G. Eddison (March 6, p. 303) refers, there are a large 
number of genuine but largely preventable cases about which 
something could and should be done. What about women 
called up and allotted to factories ten or fifteen miles from 
their homes, some of whom can only get to work by cycling 
there because there is no other means of transport? Others 
travel partly by cycle and partly by train. I know of some 
who have to leave home shortly after six o’clock to be in 
time for work at eight, and have been surprised at the number 
of these who do so without breakfast, taking a few sandwiches 
for midday and having nothing more until they reach home 
between 7 and 9 o'clock. They are usually too tired to eat 
after 104 hours’ work. 

An obvious question is, “‘ Why don’t they use the canteens? ” 
I have asked them many times, and the reply is nearly always 
‘the same: they “can’t eat the food because it gives them 
indigestion.” It is a common complaint that they cannot drink 
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the tea provided “ because it tastes so strong of soda” and 
upsets their stomachs, and they do not like to complain. Small 
wonder that after a few months of this some of them collapse 
from fatigue and are anaemic and undernourished. Their 
complaints may be justified or not; but there seems to be a 
certain unanimity about them. Absenteeism of this kind should 
be preventable. Such things do not occur in the Services or in 
commercial undertakings where welfare officers are in intimate 
relation with individual workers. The remedy would seem to 
lie in the closer liaison between an adequate welfare staff and 
the factory medical officer. 

Factory inspectors should not be too lenient as regards 
working conditions merely because it is wartime. I have seen 
patients ill through working in a small shop where dope is 
used—which is not a dope shop although dope is used regularly 
all day long—without any enforcement of the customary 
regulations applying to such shops as regards ventilating fans. 
Only workers actually working with dope were issued with 
milk, while those engaged on other work within a few feet 
of them were issued with none. Is there any pretext for an 
inspector overlooking such a state of affairs? If welfare officers 
only knew the hardships which some women bear uncom- 
plainingly before their day’s work begins—and after it ends— 
but which prejudices their physical efficiency and consequent 
output, they might be able to advise and improve the conditions. 
It is equally important to ensure that meals served in canteens 
are well cooked and served in an appetizing manner at a 
reasonable price. 

Getting down to “ brass tacks,” welfare officers and factory 
medical officers are employed as “ money-savers,” and by pre- 
venting or abolishing conditions which lead to absenteeism 
they should more than pay for themselves by keeping workers 
happy and efficient.—I am, etc., 


Brookwood, Surrey. 


Private Fees of Salaried Medical Officers 


Sir,—I believe that the majority of the medical profession 
would support Mr. T. W. Mimpriss in his contention (Feb. 20, 
p. 234) that medical officers should be allowed to retain fees 
for insurance reports, etc. It appears, however, that he is 
‘wrong in assuming that the Ministry of Health would also 
support this contention. On inquiry I am told that there is a 
Ministry regulation which forbids the acceptance of such fees 
by whole-time salaried officers. This is particularly interesting 
in view of the fact that whole-time salaried officers who are 
examiners are permitted to retain their examining fees, whereas 
the lower-salaried junior medical officers may not officially 
retain their fees for insurance reports. It is difficult to see that 
this arrangement is a fair one. 

The circumstances in the two cases seem to be the same; 
each is doing work outside his routine medical duties, but 
in one case he may retain his fees, in the other case he may not. 
The only difference between the two is that, whereas junior 
medical officers do not take time off to produce their insurance 
reports, the senior medical officers take up to a week off for 
their examining duties. Perhaps there is a rational explanation 
for this rather confusing situation, but in any case, here surely 
is a situation which might be investigated by the B.M.A. with 
some hopes of an equitable conclusion—I am, etc., 

Chertsey. J. H. PENROSE. 


H. M. STANLEY TURNER. 


Venereal Diseases 


Sir,—The constantly reiterated slogan, “ This is an entirely 
medical matter,” has perhaps more than anything else hin- 
dered the campaign against V.D. Let me give one example. 
At the end of the last war, in one of our Armies of Occupa- 
tion, in spite of all medical measures the V.D. rate was so 
high that the military authorities at last agreed to allow the 
direct “ moral” approach to be tried. The effect was remark- 
able. There was a dramatic decline in the number of infections, 
and within a few weeks the whole situation had changed. (The 
exact figures are on record, and I would gladly furnish Mr. 
Chartres with a copy of them.) This was brought about by a 
great Christian man, himself a V.D. specialist, who ta!ked to 
the troops not as a doctor but as the best sort of father would 
talk to his sons. 

Unfortunately, evidence—and I stress the fact that it is 
evidence, not pious opinion or wishful thinking—of this kind 


appears to be ignored by the authorities. At the very begin- 
ning of the present war a deputation, which included some of 
the most distinguished medical men in the country, went to 
the War Office to urge that in dealing with the problem of V.D. 
the lessons learnt at the cost of so much disability and waste 
of man-power should be given full weight and value. The 
deputation was coldly received, and its proposals were rejected, 
1 was told that “this was an entirely medical matter” ang 
that recent advances in prophylaxis and treatment would pre- 
_vent the recurrence of the serious situation of 1914-18. Now, 
in the fourth year of the war, the authorities are appealing to 
the Churches and other voluntary bodies to deal with the 
matter as a great social evil—not, that is, as “an entirely 
medical matter.” This is an advance in the right direction, and 
it is to be hoped that Mr. Chartres’s obscurantist views are too 
little shared to hinder it.—I am, etc., 


Guildford. G. L. RUSSELL, 


Sir,—Mr. E. A. Chartres after fifty years’ active practice in. 


many parts of the world among many feoples insists (March 13, 
p. 331) that venereal disease is entirely a medical matter, and 
that the sexual is the most important human function we 
possess. Of course he has some biological backing for his first 
contention, for, after all, sexually promiscuous lower animals 
do get sexually transmitted diseases of their own, and sexually 
promiscuous man does get, in Ais turn, sexually transmitted 
diseases of his own; and no one doubts but that those lower 
animal infections are entirely a matter for veterinary medicine. 
So, I take it, let us go in with the beasts! 

Possibly now, only a minority of our profession think that 
we are first of aH humans and that the sexual is not the most 
important human function. I find myself on their side, and, 
after the opportunities and material for consideration of the 
problem given me by twenty-three years in medical charge of a 
treatment centre for venereal diseases, can protest with con- 
viction that prevention of these diseases is primarily a moral, 
and only secondarily and incidentally a medical, problem.—I 
am, etc., 


H. M. HANSCHELL, 
Albert Dock Hospital, E.16. sec Director, V.D. Clinic. 


at. 


Obituary 


The death of Dr. S. M. Brown, hon. consulting surgeon, 
Southport Infirmary, severs another link with Owens College, 
where he was prosector and assistant demonstrator of anatomy. 
Stanley Mewburn Brown qualified M.R.C.S., L.R.C.P. in 1892, 
M.B. in 1893, and took his M.D.Lond. in 1896. The house 
appointments he held included those of house-surgeon at the 
Salford Royal Hospital and at Manchester Royal Infirmary. 
He went to Southport some 45 years ago, and established a 
considerable practice there. His membership of the B.M.A. 
extended over 49 years, and he was chairman of the Southport 
Division in 1913. He had also been president of the Southport 
Medical Society and examiner for the St. John Ambulance Asso- 
ciation. W. A. M. writes: Appointed assistant medical officer to 
the Southport Infirmary, Brown passed through the varying 
ranks, becoming honorary surgeon, chairman of the medical 
board, and eventually chairman of the infirmary, a position 
which, with characteristic honesty, he resigned three years ago 
when he found that his health prevented him from giving it the 
attention it required. During his chairmanship the infirmary 
services were considerably extended, and in appreciation of his 
work a new ward was named:after him. I was associated with 
him for most of his infirmary career, an association which may 
be taken as characteristic of his influence on his colleagues, for 
it began with respect, deepened to esteem, and then to affection. 
Quiet in manner, of sound judgment and knowledge, he 
influenced by character rather than brilliance ; a man diligent 
in business, upright in conduct, steadfast, and charitable. 


We regret to announce the death on Feb. 25 of Dr. JAMES 
MarR at his home in Greenlaw, Berwickshire. He was born 
in 1860, the son of the iate Mr. William Smith Marr of Tarves, 
Aberdeenshire, a noted farmer and breeder of Aberdeenshire 


cattle. James Marr received his early schooling in Aberdeen 


and went on to study medicine at the University there. He 
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suffered a breakdown in health and travelled to Australia ; but 
on his return-he completed his studies, graduating M.B., C.M. 
in 1892. In the following year he started practice in Greenlaw 


‘and devoted himself conscientiously to that work until he 


retired in 1923. His was a lovable nature, and during his retire- 
ment many friends gathered round him to hear of the days when 
he faced all weathers on horseback and of his early experiences 
with a motor car. In his latter years his activity was greatly 
curtailed by crippling osteo-arthritis. In his home there “was 
a large and varied collection of paintings which he had acquired. 
By his death the poor of the district have lost a good and 
generous friend. He had been a member of the B.M.A. for 
50 years. 


Dr. T. B. ADaM, who died at Harrow on Feb. 27, was one of 
the pioneers of medicine in Nigeria. Born in Glasgow, Thomas 
Blane Adam studied medicine at the Royal Infirmary there, 


qualifying L.R.C.P.&S. in 1900.’ He took his D.P.H. in 1910. 


After house appointments at the Royal Infirmary, he entered 


the Nigerian Medical Service, and was responsible for setting 


choosing a site for the new hospital at Pimu. 


up the first leper colony in that country. Keenly interested in 
medical missions, he was well known to all the missionaries in 
Nigeria. His work was arduous, and included the planning of 
many of the hospitals in use there to-day. When he retired 
from the service in 1928, after 26 years with it, he became 
Deputy Director of Medical and Sanitary Services, West African 
Medical Staff.. He did not, however, retire from active partici- 
os in the mission cause in Africa ; for five years he worked 
0 


r the Baptist Missionary Society, visiting the Congo and 


Dr. Adam 


served in the R.A.M.C. in.the last war with the rank of major 


and took part in the Cameroons Expedition. 


We regret to announce the death at Liverpool on Feb. 28 at 
the age of 68 of Mr. THEODORE R. W. Armour, orthopaedic 
surgeon, Royal Southern Hospital, Liverpool. His health had 
failed noticeably in the last few months, but he carried on 
until almost the day of his death. 


_ Theodore Robert William Armour studied medicine at Edin-- 
_ burgh, taking his M.B., Ch.B. there in 1897. Shortly afterwards 


he was appointed house-surgeon to the late Sir Robert Jones at 
the Royal Southern Hospital, Liverpool, and during the years 
he spent under that great teacher he gradually saw orthopaedics 
develop into a recognized specialty. Among a number of 
appointments he held were those of surgeon to the Leasowe 
Hospital for Children, Wirral, the Ministry of Pensions and the 
Smithdown Road Hospitals, Liverpool. From the outset he 
entered into orthopaedics with enthusiasm and showed excep- 
tional ability in operative technique ; many of his own students 
have remarked on his. manipulative facility. Since his purpose 
was to obtain the best result for his patient, he grudged neither 
trouble nor time to that end. His patients, indeed, were quick 
to perceive this, and their gratitude was a source of happiness 
to him. For many years he was the senior member of the 
hospital staff.’ Here again he always gave his time freely for 
the discussion of hospital problems and difficulties. A few 
years before he was due to retire he was made chairman of the 
appeal committee which had been formed. to save the financial 
position of the hospital. Under his guidance the large sum of 


' money required was successfully raised, and he enjoyed this 


work, although it involved considerable labour. In the last war 
he served with the R.A.M.C. with the rank of major. He 
will be remembered as one who devoted himself to his pro- 
fession, which he served faithfully and well. 


Father JoHN MCALEER, who died on March 8 at the age of 
80, was a medical man, having qualified M.D., M.Ch. at the 
Royal University of Ireland in 1885. He practised medicine for 
some years before joining the Society of Jesus at Roehampton 
over 50 years ago. Since 1900 he had been at Burton Hill, 
Petworth, Sussex, where he had looked after the sick and aged 


. of the Society. 


Supplementing the obituary notice of Mr. I. N. BLUSGER 
printed on March 20 Mr. R. H. Dale writes: I was a fellow 
student of Blusger’s at St. Bartholomew’s, and he held the post 
of senior house-surgeon while I held the junior appointment. 
During that time I got to know him really well, and to appre- 
ciate to the full his kind and generous character. He was the 
ideal companion “ on the house,” and was always ready to help 
out his inexperienced junior. At that time he was in the 


hospital rugger fifteen as a fast and fearless centre three- 
quarter ; his fellow South African J. G. Nel played.on the 
wing. I shall always remember Blusger as a true friend and I 
know he_will_be greatly mi 


-by..all.... 


The Services. 


Temp. Surg. Lieut. N. A. Douglas, R.N.V.R., has been 
appointed M.B.E. (Military Division) for skill and devotion to 
duty in tending wounded survivors from torpedoed merchant- 
men. ; 

Surg. Cmdr. C. A. Downward, R.A.N., has been awarded the 


D.S.C. and Surg. Lieut. D. A. Warden, R.A.N.R., has been °* 


mentioned in dispatches for skill, resolution, and coolness while 
serving in H.M. Australian ships during operations in the 
Solomon Islands. 

The King has conferred the Efficiency Decoration of the 
Territorial Army on Major (temp. Lieut.-Col.) A. M. Hughes, 
M.C., Majors W. Bowater, M.C., H. A. Eccles, C. W. F. 
Greenhill, F. N. N. Roberts, and C. J. Fox, R.A.M.C. 


' CASUALTIES IN THE MEDICAL SERVICES 

Temp. Surg. Lievt. J. DE L. BourGgois, R.C.N.V.R., is 
included as “ missing, presumed killed,” in an Admiralty 
Casualty List published on March 23. 

ist Class Assistant Surgeon W. T. J. Monisse, Indian Medical 
Department, is included as “died” in an India Office Casualty 
List published on March 19. 

Died.—Capt. K. Teevan, R.A.M.C. 

Prisoners of War.—Lieut.-Col. K. F. Alford, I.M.S., Major B. M. 
Wheeler, I.M.S. 

Missing. —Capt. A. Farquhar, R.A.M.C. 


DEATHS IN THE SERVICES 

Lieut.-Colonel MANEKSHAW JAMSHEDJI KELAWALA died at 
Ealing on March 20, aged 86. He was a Parsee, who live to 
greater ages than most Indians. He was educated at the Grant 
Medical College, Bombay, where he qualified with the L.M.S. 
in 1879. In the following year he passed the L.R.C.S.Ed. and 
the L.S.A. and entered the Indian Medical Service. His military 
service was performed in the Madras Presidency and he saw 
active service in Burma in 1886-8 with medal and two clasps, 
and in 1890-2 served with the Tlang-Tlang column with another 
clasp to his medal. His civil work included the important post 
of surgical registrar and second surgeon to the J. J. Hospital, 
Bombay, which is that of the Grant Medical College. He 
retired in 1909 with the rank of lieut.-col. on the selected list. 
His widow survives him. ; 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


The next Final M.B. Examination will begin on Monday, June 14, 
a day earlier than is prescribed by Ordinance. 

The Committee for Medical Radiology and Electrology in its 
report for the year 1941-2 recalls that the first examination for the 
Diploma (Part I) was held in July, 1920, and that the regulations 
for the Diplomas were rescinded on Oct. 31, 1942. The total number 
of Diplomas granted has been 526 by examination and 34 by thesis 


only. 
UNIVERSITY OF LONDON 


The following candidates at the Third M.B., B.S. examination held 
in Oct., 1942, were approved: 


134R. Barer, 123 Gwendoline R. Briggs, 13S. G. Tuffill, 14D. R. Urquhart, 
14B. A. Ward, P. Arnold, Dorothy J. Ball, N. E> Bennett, H. H. Bentall, 
N. N. Blaxland, A. Bloom, N. R. Carlson, Joyce L. Chamberlain, A. S. Clark, 
P. J. Collard, G. H. R. Curnock, M. Curwen, I. S. Dalton, Joan M. Daniel, 
O. Daniel, M. J. G. Davies, V. M. K. Davies, Audrey M. Dealler, Ethel L. 
Deas, J. L. D’Silva, J. W. L. Doust, Mary E. Egerton, P. D. Fergusson, M. B. 
Fox, A. H. Galley, B. F. Gans, R. A. Gill, J. F. Goodwin, Mary B. Graham, 


T. A. W. Green, R. D. M. I-K. Harkness, Mary M. Harrop, H. A. Hashemian, | 


Angela B. G. Hefferman, J. C. Hesketh, W. L. P. Hewerdine, G. Howells, H. 
Isenberg, D. G. C. Jones, S. L. Kaye, D. H. King, R. King-Brown, A. Klidjian, 
D’A. Kok, R. U. F. Kynaston, D. G. Lambley, E. Levy. G. H. T. .Lioyd, 
W. C. D. Lovett, Stella M. Luty, Mary K. McCarthy, J. C. Macaulay, P. B. 
Maling, S. A. Mason, A. H. Michael-Phillips, J. P. Mitchell, R. G. Moore, 
Joan V. Muller-Rowland, Barbara D. Owens, F. C. R. Picton, D. Reckless, 
R. G. Rees, H. A. Ripman, Dorothy H. Robertson, J. A. Robertson, Millicent M. 
Rogerson, Olga B. Ryland, S. C. Sandifer, Irene M. Sarner, B. A. Sellick, J. 
Sharkey, C. H. Shaw, J. J. Shipman, L. M. Shorvon, J. S. Staffurth,’ P. B. 
Stones, P. Stradling, C. G. Stringer, W. V. Taylor, I. F. Thomson, P. A. 
Thorn, Eileen-D. Trafford, P..R. Travers, J. Vahrman, A. A. Vickers, G. G. 


Wallis, K. W. W. H. Walton, J. F. N. C. Ward McQuaid, Kathleen M. . 


Watson, M. H. West, H. G. Whitworth, K. W. Wilkinson, D. O. Williams, 
H. G. Williams, H. B. Wright, Mary Young. : 
The following candidates at the Third M.B., B.S. examination 
held in Feb., 1943, were approved: 
15C. Campion, 14S. D. Gun-Munro, P. B. Adamson, Margaret E. R. 


Balfour, G. A. Bedwell, J. Bellamy, Rosemary P. Biggs, J. B. Blacklay, J. J. A. 
~«-Blakely,- D. He-Bodger, J. P.- Bound;"J. Briggs, C. Buckell, F. H. 
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UNIVERSITY OF DUBLIN 


The following candidates have been approved at the examinations 
indicated : 

M.D.—H. H. Balch. 

M.B., B.Cu., B.A.O.—D. M. Bamber, G. H. A. Chamberlain, R. H. C. 
Conyngham, A. W. D. Cowan, J. D. O’Neil Donnellon, A. C. V. Maltby, 
Mary D. Moriarty, O. D. Nightingale, B. Novis, T. F. Roche, P. H. Seaton, 
C. Watson. B. A. T. Welsh. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The following Hunterian Lectures will be delivered at the College, 
Lincoln’s Inn Fields, W.C.: 


Appendicitis,” by Mr. W. H. Bowen, on April 5; Premaxillary 
He Cysts,” by Mr. H. T. Roper-Hall, on April 7; “ The Surgery of 
2 Non-magnetic Intraocular Foreign Bodies,” by Mr. L. H. Savin, on 
April 9; “ Injuries of the Urinary Bladder,” by Mr. J. C. Ross, on 
April 12; “ Frost-bite and Kindred Conditions,” by Mr. C. R. 
Greene, on April 14; “‘ Traumatic Arterial Spasm,”’ by Dr. S. M. 
Cohen, on April 16; ‘“‘ The Vascular Factor in Intracranial Pressure 
and the Circulation of the Cerebrospinal Fluid,” by Prof. J. E. A. 
O'Connell, on April 19; ‘“* The Effect of Ligation on Infection of 
the Patent Ductus Arteriosus,” by Mr. O. S. Tubbs, on April 28; 
“* Cutaneous Innervation,” by Dr. G. Weddell, on April 30 and 
May 3; and “ The Treatment of the Injured Workman,” by Mr. 
H. E. Griffiths, on May 5. Prof. H. A. Harris will deliver the 
Arris and Gale Lectures on “ The Anatomy of Posture in Industry ” 
= on May 10, “ The Clinical Anatomy of the Veins ” on May 14, and 
‘ “The Relationship of the Lymphatic System to the Arterial and 
' Venous Systems” on May 17. Prof. J. Beattie will deliver the 
re . Bernhard Baron Research Lectures on ‘‘ Changes in the Peripheral 
: Vascular System after Haemorrhage ” on May 19, and “ The Value 
of Sulphydryl Compounds as Detoxicating Agents” on May 21. 
All the above lectures will be given at 4 p.m. The Hunterian 
Oration on “ The Forces behind Specialism in Surgery ” will be 
delivered by Mr. Victor Bonney on May 26 at 3.30 p.m. Fellows 
and Members of the College are invited to attend. Other practi- 
tioners and students will be admitted to the lectures on presentation 
of visiting card. 


Medical Notes in Parliament 


Nurses Bill 


On March 17 Mr. ERNEST BROWN presented a Nurses Bill, 
which proposes: (1) The “ assistant nurse” (for whom hitherto 
there has been no accepted definition) shall be given a recog- 
nized status and placed on a roll under the control of the 
bs General Nursing Council. (2) Employment agencies for the 
oe supply of nurses, commonly known as “ Nurses’ Co-operations,” 
ao shall be controlled by a system of licensing and inspection. 

(3) Use of the title of “ nurse ” shall be restricted to registered 

nurses and enrolled assistant nurses with certain exceptions. 
The first two proposals are in accordance with recommenda- 
tions of the Athlone Committee, which reported in 1939, and 
- are broadly in line with those of the Nursing Reconstruction 
a Committee of the Royal College of Nursing, which is sitting 
— - under Lord Horder’s chairmanship. As well as forming a roll 
nid of assistant nurses the General Nursing Council will make rules, 
gi as they do for State-registered nurses, prescribing the training 
aoe required, the duration of the training and the institutions at 
a which it may be given, the conduct of examinations, and the 
t: conditions of removal of an assistant nurse from the roll. As 
i . a transitional step, provision is to be made for the admission 
: to the roll, within two years of the making of the rules, of 
A persons who are at present in bona-fide nursing practice. There 
will be no examination in these cases, but enrolment will be 
subject to evidence of good character and satisfactory knowledge 
and experience of nursing. The Bill provides for a committee 
of the General Nursing Council, on which assistant nurses will 
be represented, which will decide questions of removal from or 
restoratio 


questions W @ assistant nurses. - 


“A Study of the Aetiology of: 


The Bill prohibits ‘a nursing agency from supplying persons 
other than registered nurses, enrolled assistant nurses, certified 
midwives, and other classes to be prescribed by the Minister, 
and provides for licensing and inspection by the county of 
cqunty borough council. An agency supplying a nurse, midwife, 
or other person must state in writing the qualifications of the 
person supplied, and the agencies must be carried on under the 
supervision of a doctor or State-registered nurse. Penalties are 
laid down for breaches of these provisions up to a fine of £100 
or three months’ imprisonment, or both. 

Any person not a State-registered nurse or an enrolled 
assistant nurse who “ takes or uses the name or title of nurse, 
either alone or in combination with any other words or letters,” 
shall be liable on summary conviction to a fine up to £10, or, 
in the case of a second or subsequent offence, up to £50. An 
exception is made in favour of children’s nurses. 

The Bill also empowers the General Nursing Council to make 
rules governing the training and qualifications of “ sister tutors” 
employed for the training of student nurses. This follows a 
recommendation of the Rushcliffe Committee on Nurses’ 
Salaries, in its first report published in February. 

The Bill was read a first time. 


Mr. ERNEST BROWN, on March 24, moved the second reading 
ef the Bill. Mr. HuGa LinsteaD said it went a long way 
towards closing the nursing profession. He hoped that if Mr. 
Brown found that prohibition of the use of titles was not 
sufficient he would come to the House later with additional 
suggestions. Opposition seemed to be based mainly upon fears 
of dilution which had not come out into the open. The prob- 
ability of a universal medical service would increase the demand 
for nurses and assistant nurses and dilution need not be greatly 
feared. Sir FRANCIS FREMANTLE also foresaw an_ increased 
demand for the services of nurses. The proposed 96-hour fort- 
night for nurses in hospitals meant an increase of 20 to 30% 
in the establishment of many institutions and 20,000 entrants 
into the profession instead of 12,000 as at present. In order to 
fill the gap they must make use of the assistant nurses. He 
believed that the public would realize the difference, and when 
applying for a nurse would ask for either an enrolled nurse or 
a registered nurse. He mentioned that Lord Keyes had sug- 
gested that sick-berth stewards in the Navy and corresponding 
men in the Army should be admitted to the full role of State- 
registered nurses. These men who came from the Services at 
the age of 45 could do useful work in civil life. He understood 
that negotiations on this subject had not terminated. 

The Bill was read a second time. 


Pasteurization of Milk 


Asked on March 18 by Mr. Purbrick to prohibit pasteurized 
milk being fed to babies without notification, Mr. BRown said 
he would not do so. He was advised that the keeping quality 
of milk was much improved by pasteurization and that there 
was no scientific evidence for the statement that pathogenic 
_— grew better in pasteurized milk than in clean raw 
mi 


In reply on the same date to Mr. Ness Edwards Mr. BROWN 
said he had seen the latest report of the Caerphilly medical 
officer of health, which stated that the supply of heat-treated, 
not pasteurized, Carmarthen milk to schools would lead to a 
grave increase in bovine tuberculosis in the next few years. He 
did noi know on what evidence it was said that the heat treat- 
ment of the milk in question had been insufficient to destroy 
tubercle bacilli. He would make further inquiry. He was con- 
sulting with the Minister of Food on the general question of 
providing the practicable maximum supply of adequately heat- 
treated milk. In the meantime the milk referred to could be 
made safe by boiling it. 


Tuberculosis Mortality 


On March 23 Mr. Douc.as asked the number of deaths from 
pulmonary and non-pulmonary tuberculosis, respectively, which 
occurred in 1938 in classified areas of England and Wales. Mr. 
ERNEST Brown furnished the following table: 


Respiratory Other Forms 

London Administrative County .. 2,590 ...... 347 

Croydon County Borough .. 20 

East Ham County Borough.. ae 8 

West Ham County Borough. . 19 

The rest of Greater London. . PARE 318 
Outside Greater London: 

County Boroughs .. 1,492 


Notes in Brief 
. ; The proportion of men invalided from the Army suffering from 
to the roll, and will report. to the Council on other ; , neprasis was in, 1942 about 17% of the number invalided 


out of the 
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3 Budden, W. F. Cavenagh, D. P. Choyce, S. M. PY 
- Rosemary I. Cook, A. H. C. Couch, Mary H. Cuttin 
KS: J. G. Dumoulin, V. Edmunds, N. R. E. Fendall, J. C. Firth, A. J. Glazebrook, 
: F, T, Graves; W. A. Hamer, G. F. T. W. Henson, H. D. G. Hetherington, 
Hazel B. Hill, D. G. Ismay, G. Jarratt, D. B. Jelliffe, A. E. Jones, P. G. ———— 
Keates, Anna R. Kemp, Monica K. Mack, H. E. McLaughlin, B. P. Marmion, 
ye P. L.. Masters, Jessica Mestel, R. G. W. Moore, T. Parkes, R. T. Parkin, ) 
a V.-G. Patel, E. H. Paterson, D. J. H. Payne, S. D. Purcell, A. J. Ht. Rains, The | 
. J. P. Raw, T. L. Reeves, Edith M. Robson, S. C. Rogers, A. Roth, H. T. N. Counci 
o Sears, J. Shah, H. V-o-M. Shaibany, A. Sherwood, G. R. MacK. Sichel, B. desoxy: 
S Smallhorn, Audrey U. Smith, Edna H. Stern, R. J. Stout, F. R. Sutton, M. N. 
f Teubes, D. J. Thomas, H. E. Thomas, L. B. Thomas, D. J. Tibbs, A. B. ment | 
is Tompkins, Edith M. M. Toye, K. O. A. Vickery, R. L. Ward, B. G. Wells, sufficie 
he * W. V. C. Wiley, G. F. Willson, A. W. O. Young, H. J. Young. steron¢ 
a 1 With honours. 2 Distinguished in pathology. 3 Distinguished in hygiene and are th 
forensic medicine. 4 Distinguished in surgery. 5 Distinguished in obstetrics and 
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Medical ‘News 


The Therapeutic Requirements Committee of the Medical Research 
Council draws attention to the need for strict economy in the use of 
desoxycorticosterone acetate. This is an essential drug for the treat- 
ment of Addison’s disease, and the supplies available are only 
sufficient for this purpose. There is no evidence that desoxycortico- 
sterone acetate is essential in any other condition. Practitioners 
are therefore again urged not .to prescribe desoxycorticosterone 
acetate for any patients except those suffering from Addison’s disease. 
If it is desired to use adrenal cortical therapy in conditions other 
than Addison’s disease, practitioners should prescribe the natural 
extract of adrenal cortex, of which adequate supplies are available 
from glands collected in this country. 


The annual meeting of the Medical Superintendents’ Society will 
be held at B.M.A. House, Tavistock Square, W.C., on Saturday, 
April 17, at 2 p.m. 


The Society of Thoracic Surgeons of Great Britain and Ireland 
will hold a meeting at the Royal Society of Medicine, 1, Wimpole 
Street, W., on Wednesday and Thursday, April 14 and 15. The 
subjects for Wednesday at 2 p.m. are the first-aid treatment of chest 
wounds and injuries, and the early and late treatment of retained 
foreign bodies. On Thursday at 9.30 a.m. the society will discuss 
the role of the general surgeon in the treatment of chest wounds in 
forward areas, and at 2 p.m. the treatment of pleural empyema. 
Officers of the British, Dominions, and Allied medical services and 
general surgeons of the E.M.S. will be welcome, after obtaining 
permission from their own higher authorities. 


The Ministry of Supply (Rubber Cgntrol) has a quantity of rubber 
gloves of a good household quality which it is prepared to sell. in 
reasonable numbers and for essential purposes for use in hospitals, 
clinics, and mortuaries, They are suitable for many uses for which 
surgical gloves are normally required in these institutions. Applica- 
tion should be made to the Secretary, Ministry of Supply (Rubber 
Control), Empire House, St. Martin’s-le-Grand, London, E.C.1, who 
will give the names of firms from which the gloves may be obtained. 


No. 10 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics inthe British Isles during the week ended March 13. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London 
b) London (administrative county). (c) The 16 principal towns in Scotland. ¢ ) 
13 principal towns in Eire. (e) The 10 principal towns in Northern Ire 
A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. . 


1943 1942 (Corresponding Week) 


(a) | () | @ oO 
Cerebrospinal fever .. 86 7; 31 1) 4 230) 12) 45; 2) 10 
Deaths 1 1 3 


Disease 


Diphtheria... 36) 199) 99) 34) 842) 39) 198) 51) 26 
Deaths 24; — 4, 3 3 


Dysentery 78 8| 41 — 131} 15) 35 2 


Encephalitis lethargica, 
acute oe oe 


Erysipelas - 47, 3 42; 7 °S 
Deaths 


Infective enteritis or 
diarrhoea under 2 ; 


Measles | 19,799] 1,364] 529} 11] 93] 2,706] 198] 318] 97 
Deaths oe 20 1 3 


Ophthalmia neonatorum| 88 5} 26> —|— 71; 4 25) 
Deaths 


Paratyphoid fever .. 4 1 6| — 
Deaths 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 


In England and Wales during the week there was a rise of 599 
in the number of notifications of measles and a fall of 135 in 
the number of cases of pneumonia. Small decreases were 
recorded for scarlet fever 21, whooping-cough 12, and diph- 
theria 33, while there was an increase of 10 in cases of dysentery. 
Scarlet fever and diphtheria showed only small- fluctuations 
locally, and the largest variation in the incidence of whooping- 
cough was a fall of 59 in London. There were big differences 
within the counties in the incidence of measles. After seven 
weeks of rising notifications the returns for London showed a 


fall of 57. Other large decreases were those of Middlesex” 


263, Gloucestershire 129, Essex 129, Wiltshire 73, Cheshire 66, 
and Kent 62. The largest rises were those of Glamorganshire 
188, Devonshire 171, Lancashire 169, Somersetshire 150, Yorks 
West Riding 127, and Surrey 125. 
dysentery was reported during the week, and the rise was due 
to sporadic cases. The 78 cases were reported from 25 counties. 

In Scotland the chief features of the returns were increases 
in the incidence of measles 52, scarlet fever 41, and whooping- 
cough 38. The number of cases of measles has increased 
steadily during the past four weeks, and the total is now 60% 
higher than at the beginning of this period. During the week 
reviewed there was a small rise in all areas except the western, 
where a slight decline from 352 to 344 cases was recorded. 
The largest increases were those of Zetland County 26, and the 
city of Edinburgh 17. A small rise in the notifications of 
scarlet fever was fairly general throughout the country. The 
increase in the cases of whooping-cough was due to the 
page of Glasgow, where the number of cases rose from 

to 


In Eire the large rise in cases of whooping-cough was due to © 


the outbreak in Waterford C.B. 36 cases, and to. the inclusion of 
30 cases from a Dublin institution which have occurred since 
the beginning of the year. A further 36 cases of diphtheria 
were reported from the outbreak in Dublin. 


The Week Ending March 20 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,160, whooping-cough 
2,007, diphtheria 798, measles 19,409, acute pneumonia 1,304, _ 
cerebrospinal fever 95, dysentery 66, paratyphoid 8 ‘typhoid ‘13. 
In the great towns there’ were ‘52’ deaths attributed ‘to influenza. 


No new outbreak of. 


Pneumonia, influenzal* | 1,315} 90) 23 
Deaths (from influ- 


13] 1,403} 81] 19 
enza) 


w 
o 


2 
4 
Pneumonia, primary .. 428) 30 308) 34 
Deaths... 20) ° 


Polio-encephalitis, acute 1) — 2 
Deaths 


Poliomyelitis, acute .. 5) — | — 1 
Deaths 


Puerperal fever 1) 15) 2— 3} #3} 2 4 #1 
Death: 


Puerperal pyrexia... 160} 12) 14 6191) «23 
Deaths Ae 


Deaths 


Scarlet fever .. 121,907} 126) 309) 55 1,260} 52) 189) 46) 20 


Typhoid feverft 4 4 S— 3 3 


Deaths 


Whooping-coug .. | 1,864) 138) 214) 88] 24] 1,324) 16 
Deaths 18 9 
Deaths (0-1 year)... 438, 57| 94) 30 91; 2 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) 


54| 12) 37 


irths ad 
Annual death rate 
1,000 persons living) 15-4) 15-7} 17:8 17-8) t 
Live births .. 6,369] 741| 934] 375) 294) 5,961) 622) 958) 328) 266 
Annual rate per 1, ; 
persons 19-1) 24-7) 19-8| 21-9} 
Stillbirths 241; 21! 32) 254; 23) 41 
Rate per 1,000 total 
births (including 
stillborn) .. 33 41 


* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 


t Includes paratyphoid A and B for Northern Ireland. ; 
~ "'¢ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as oe are not sent abroad. 

ADVERTISEMENTS should addressed to the Advertisement 
Manager (hours 9 a.m. to 3° pm. Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111 

TELEGRAPHIC AppRESSES.—EDITOR, ‘Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScorrisH OFFICE: 7,D rumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 
Pain in Hernial Scar 

Q—I should be grateful for advice concerning treatment of severe 
pain in the region of bilateral inguinal hernia repair scars. A male 
patient aged 50 had in 1941 a bilateral Bassini operation. Fourteen 
months later he had to have a repair for a recurrence of the right 
hernia (suturing conjoined tendon to Poupart’s ligament behind the 
cord and suturing a strip of external oblique aponeurosis to the con- 
joined tendon). He has been advised a further operation, but is 
neither willing nor fit enough to undergo this. Both cords are very 
tender. A suspensory bandage helps a little, but he aed to have large 
doses of an analgesic to get any real ease. 


treatment for such cases is tonsillectomy: the condition of the 
tonsils is usually an indication for this, apart altogether from the 
carrier state which accompanies it. Nasal carriers fortunately 
respond better to antiseptic treatment, the organism being more 
superficially situated, and the flow of mucus so comparatively slow 
that applications are not rapidly washed away as from the throat 
by swallowing. Good results have been reported from the use of 


sulphathiazole snuff (1 part of sulphathiazole to 2 Parts of 


magnesium carbonate taken as snuff 6 times daily). 


Ocstrogens and Cancer 

Q.—Is it safe to continue giving stilboestrol to a_ patient over 

several years? Is there any likelihood of cancer. developing as a 
result of its use ? 


A.—Prolonged administration of oestrogens, of which stilboestrol ° 


is one, may undoubtedly be injurious. Stilboestrol in normal dosage 
causes proliferation of the tissues of the female secondary sex organs 


’ —tubes, uterus, vagina, and vulva. If given in large doses, however, 


—The most frequent catise of pain in the hernial region such ~ 


as the patient complains of is the inclusion of the ilio-inguinal nerve 
in a suture. Only an operation for dividing the nerve is likely to 
bring relief. An alternative suggestion to explain the pain would be 
the too tight closure of the internal abdominal ring round the cord. 
In any case relief is only to be secured by operation by someone 
who knows some anatomy. 


Sulphonamides for Gonorrhoea 
Q.—Is there a consensus of opinion regarding the treatment of 
gonorrhoea by :sulphonamides? When should treatment begin? 
Which of the sulphonamides gives the best results? What is the 
duration of treatment? What is the standard of cure ? 


_A.—The answer to the first question is, Yes. A smear should be 
taken and treatment started at once. Sulphathiazole (or sulpha- 
diazine) 6 g. a day in divided doses should be given for two to 
four days; plenty of fluids should be taken at the same time. - The 
standard of cure is absence of discharge and clear urine containing 
no heavy threads. Examine for above daily for a few days after 
cessation of treatment, then once weekly for three weeks. The final 
test of cure is made at the end of three months; this includes 
bacteriological examination of the urine and of prostatic and 
vesicular secretions, urethroscopy, and passage of curved sounds. 
A Wassermann reaction is taken to exclude concomitant syphilitic in- 
fection. A gonococcal complement-fixation test is useful, especially 
if there have been any complications. 


Treatment of Diphtheria Carriers 

Q.—A boy of eleven was immunized at school one or two years 
ago. In January of this year he got a sore throat and pyrexia. 
Throat swab showed diphtheria bacillus and haemolytic strepto- 
coccus. Thé latter disappeared under the influence of sulphapyridine, 
but the throat continues to be positive for diphtheria bacillus; the 
nose is negative. Clinically there was no evidence of diphtheria, but 
I kept him in bed for four or five weeks, fearing the systemic mani- 
festations of diphtheria. For a month both nose and throat were 
sprayed with equal parts of sulphapyridine and _ sulphathiazole 
powder, but I have not been able to get more than two negative 
throat swabs in succession. An old country doctor says that the 
best treatment for these carriers is carbolic. I should be grateful for 
a summary, in order of merit, of the methods of wens diphtheria 
carriers. 


A.—It is very probable that this was a case of haemolytic strepto- 
coccal throat infection in a diphtheria carrier—i.e., diphtheria 
bacilli not only were present in the throat during and after the attack 
but had been there before without at any time causing ill effects, 
the boy being immune. This could have been verified at the time 
of the attack by doing a Schick test. A persistent throat carrier 
usually has hypertrophied tonsils, in the crypts of which diphtheria 
bacilli are inaccessible to local applications. It is chiefly for this 


reason. that treatment with antiseptics is disappointing, and carbolic 
acid is no more likely to be successful than 


than others. The pr 


it produces pathological hyperplasia of the endometrium and conse- 
quent profuse uterine haemorrhage. This occurs even in post- 
menopausal women. In still more prolonged oestrogen therapy an 
inhibitory effect on the pituitary and ovary becomes manifest, and 


the ultimate result is atrophy of the uterus and allied structures. ° 
Thus if a patient is being treated with stilboestrol for uterine hypo: ' 
plasia the duration of treatment should be strictly limited ; otherwise ~ 
In the male;. 
pituitary depression, injury to testicular function,and atrophy of’ 


the final result is exactly opposite to the one desired. 


the secondary sex organs likewise result. ‘Other ill effects of pro- 
longed treatment which have been postulated but not proved 


clinically are liver damage and, under certain conditions, the develop- | 


ment of uterine fibroids and pelvic endometriosis. 

Available evidence does not permit a definite conclusion as to 
whether stilboestrol can initiate cancer. All oestrogens are powerful 
epithelial stimulants, affecting chiefly the tissues of the breast, uterus, 
vagina, and vulva. 


the administration of oestrogen encourages it. 
of experimental evidence of this type in relation to carcinoma, not 


only of the breast but of the uterus and other organs, is supported. 


by the less convincing clinical observations that cancer, particularly 
of the secondary sex organs, usually develops rapidly when the 
organism is flooded with oestrogen (as in pregnancy), whereas 
removal of the ovaries tends to inhibit the growth of uterine and 
mammary cancer. Aiso, carcinoma is not infrequently seen in uteri 
already the seat of innocent endometrial hyperplasia, and this latter 
is undoubtedly the result of an oestrogen stimulus. Moreover, many 
cases of genital carcinoma arising in women under treatment with 


stilboestrol have been recorded, but the association has not yet been | 
In view of such considera- — 


proved to be other than coincidental. 
tions, and until the contrary is proved, it must be admitted that 
there is a possibility that long-continued administration of stilboestrol 
will determine the onset of carcinoma, at least in the female 
secondary sex organs, in some circumstances. According to animal 
experiments these circumstances are an inherited predisposition, or 
local injury, or chronic infection. Stilboestrol, therefore; should be 


~ given with great caution to any patient known to have a “ pre- 


cancerous ” lesion in the breast or genital organs—such as chronic 


cervicitis or leukoplakia vulvae. 


LETTERS, NOTES, ETC. 
Age and Perforation of Peptic Ulcer 
Mr. W. M. Beattie, F.R.C.S. (Liverpool) writes: I was interested 
in Dr. David Kyle’s case of a perforated gastric ulcer at the age 
of 19 (March 20, p, 370). I have not met perforation of a gastric 
ulcer at such an early age, but I recently operated upon two 
patients, a boy aged 16 and a girl aged 18, for perforated acute 
duodenal ulcer. Incidentally, about the same time I sutured a per- 
foration of a duodenal ulcer in a man aged 74. It would seem that 
we are safe from this abdominal catastrophe only during the first 
decade of life. 
Waste Paper 


The withholding of oestrogens or ovarian © 
stimulus inhibits the growth of mammary carcinoma in mice, whereas . 
A considerable, body 


Paper has to be found for the wrapping of surgical dressings, 7 


waddings, medicines, diet and temperature charts, and for a multi- 


tude of other medical purposes. For example, the wallboard of 


some hospital huts is produced from pulped waste paper and card- 
board. Medical chests for use in the Tropics are made from 
laminated plastic material consisting of layers of paper impregnated 
with a synthetic resin. Doctors are therefore urged to do what they 
can, in company with everyone else, to turn out their waste paper. 
May we suggest that some of the magazines in the waiting-rooms 
are now reecanaaeei out of date? 


Correction 
The ilies to footnotes in the text of the annotation on 


ery, at hydrocephalus 20, p. 
re 2; Putnam,’ ahd Dandy.* 
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